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COPYRIGHT
© 2019Mi ssi ssi ppi Workersd Compensation Commission

Data for some procedures that are not valued by Medicare may be from FH® Medicare GapFill PLUSand FH®
Dental. Fee data © 2019 FAIR Health, Inc.

All rights reserved. Printed in the United States of America. No part of this publication may be reproduced or
transmitted in any form or by any means, electronic or mechanical, including photocopy, recording, or storage
in a database retrieval system, without the prior written permission of the publisher.

PUBLI SHER®S NOTI CE

The Mississippi Workersd Compensation Medical Fee Sct

source of information about medical coding and reimburseme nt. Every reasonable effort has been made to
verify its accuracy, and all information is believed reliable at the time of publication. Absolute accuracy, however,
cannot be guaranteed.

FAIR Health worked closely with tommissigirstiseidevaldpmpentj Wor k e

formatting, and production of this Fee Schedule. However, all decisions resulting in the final content of this Fee

Schedule were made solely by the MississippiWa k er s & Co mp e n s a Uddates an@ chamges befoie 0 n .

theper i odi ¢ update can be found by checking the State
website_http://www.mwcc. ms.gov or FAIR Health website at https://orders.fairhealth.org.

Subscribers shouldregularly check these sites for changes.

This publication is made available with the understanding that the publisher is not engaged in rendering legal
and other services that require a professional license.

For additional copies of this publication or oth er fee schedules, pleasevisit orders.fairhealth.org or call 855.301
3247.

AMERICAN MEDICAL ASSOCIATION NOTICE

Current Procedure Terminology (CPT®) codes, descriptions and other material copyright 2018 American
Medical Association. All Rights Reserved. No fee scheduledhase units, relative values or related listings are
included in CPT. AMA does not directly or indirectly practice medicine or dispense medical services. AMA
assumes no liability for data contained or not contained herein.

AMERICAN SOCIETY OF ANESTHESIOLOGISTS NOTICE
Relative Value Guide © 2018 American Society of Anesthesiologists. All Rights Reserved.

Relative Value Guide is a relative value study and not a fee schedule. It is intended only as guide. ASA does
not directly or indirectly practice medicine or dispense medical services. ASA assumes no liability for data
contained or not contained herein.

Relative Value Guide is a trademark of the American Society of Anesthesiologists.
AMERICAN DENTAL ASSOCIATION NOTICE

The Code on Dental Procedures and Nomenclature is published in Current Dental Terminology (CDT), Copyright
© American Dental Association (ADA). All rights reserved. CDT is a registered trademark of the American Dental
Association.
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INTRODUCTION

Pursuant to Mississippi Code Annotated (MCA), §713-15(3)(Rev. 2000), the following Fee Schedule, including

Cost Containment and Utilization Management rules and guidelines, is hereby established in order to

implement a medical cost containment program. This Fee Schedule, and accompanying rules and guidelines,

applies to medical services rendered after the effective date of June 15 2019, and, in the case of inpatient

treatment, to services where the discharge date ison or after June 15 2019.This Fee Sckdule establishes the
maximum level of medical and surgical reimbursement for the treatment of work-related injuries and/or

illnesses, whicht he Mi ssi ssippi Wor ker s gMMCE)agermstsbe fair andreasboatmeni s s i
Reimbursement for professional fees is based on Medicare Relative Value Unites (RVUS) effective Janaury 1,

20109.

Updates and changes before the periodic update can be
Compensation Commission website http://www.mwcc.state.ms.us/#/home_or the FAIR Health website at
https://orders.fairhealth.org . Subscribers should regularly check these sites for changesProviders can also

provide their contact information on the MWCC website at https://mwcc.gov _to be notified of important

updates in the future.

This Fee Schedule shall be used by thMWCC, insurance payers, and seHinsurers for approving and paying


http://www.mwcc.state.ms.us/%23/home

medical charges of physicians, surgeons, and other qualified health care professionals for services rendered
under the Mississippi Workersd6 Compensation Law. Thi g
injured workers by physicians, and alsocovers other medical services arranged for by a physician. In practical

terms, this means professional services provided by hospitatemployed physicians and other qualified health

care professionals, as well as those practicing independently, are reimbursd under this Fee Schedule.

The MWCC will require the use of the most current CPT®, CDT, and HCPCS codes and modifiers in effect at the
time services are rendered. All coding, billing and other issues, including disputes, associated with a claim, shall
be determined in accordance with the CPT, CDT and HCPCS guidelineand National Correct Coding Initiative
(NCCI) coding editsin effect at the time service is rendered, unless otherwise provided in this Fee Schedule or
by the MWCC.

As used in this Fee Schedule CPT refers to the American Medical Ass
codes and nomenclature. CPT is a registered trademark of the American Medical Association. CDT refers to the
American Dental Associati onds des CDTasmtregidsdeeed trademarkodthemi n o |
Amercian Dental Association. HCPCS is an acronym for
Healthcare Common Procedure Coding System. HCPCS is divided into two subsets. HCPCS Level | codes are the
CPT codes developed and maintained by the AMA. HCPCS Level Il codes are developed and maintained by CMS
and include codes for procedures, equipment, and supplies not found in the CPT book and are referred to in

this Fee Schedule as HCPCS codes.

The inclusion of a service, product, or supply identified by a CPT, CDT, or HCPCS code does not necessarily
imply coverage, reimbursement or endorsement.

. FORMAT

This Fee Schedule is comprised of the following sections: Introduction; General Rules; Billing and
Reimbursement Rules; Medical Records Rules; Dispute Resolution Rule®re-certification and Authorization
Review Rules; Modifiers and CodeRules Pharmacy Rules; Other Qualified Health Care Professional Rules;
Home Health Rules; Evaluation and Management; Anesthem; Pain Management; Surgery; Radiology;
Pathology and Laboratory; Medicine Services; Therapeutic Services; Dental; Inpatient Hospital and Outpatient
Facility Payment Schedule and Rulesand HCPCS. Each sectiolisted above has specific instructions
(rules/guidelines). The Fee Schedule is divided into these sections for structural purposes only. Providers are
to use the specific section(s) that contains the procedure(s) they perform or the service(s) they render. In the
event a rule/guideline contained in o ne of the specific service sections conflicts with a general rule/guideline,
the specific section rule/guideline will supersede, unless otherwise provided elsewhere in this Fee Schedule.

This Fee Schedule utilizes procedure codes under copyright agreementThe descriptions included are
medium procedure descriptions. A complete list of modifiers is provided in the Modifier and Code Rules
section.

I. SCOPE
The Mississippi Workersd Compensation Medical Fee S

A. Establishes rules/guidelines by which the employer shall furnish, or cause to be furnished, to an
empl oyee who suffers a bodily injury or occupati o
Compensation Law, reasonable and necessary medical, surgicahnd hospital services and medicines,
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supplies or other attendance or treatment as necessary. The employer shall provide to the injured
employee such medical or dental surgery, crutches, artificial limbs, eyes, teeth, eyeglasses, hearing
apparatus, and other appliances which are reasonable and necessary to treat, cure, and/or relieve the
employee from the effects of the injuryl/iliness, in accordance with MCA 871-3-15 (Rev. 2000), as
amended.

Establishes a schedule of maximumallowable reimbursement (MAR) for such treatment, attendance,
service, device, apparatus, or medicine.

Establishes rules/ guidelines by which a health ca
total billed charge, or (b) the maximum allowable reimbursement (MAR) established under this Fee
Schedule.

Establishes rules for cost containment to include utilization review of health care and health care
services, and provides for the acquisition by an employer/payer, other interested parties, and the MWCC,
of the necessary recads, medical bills, and other information concerning any health care or health care
service under review.

Establishes rules for the evaluation of the appropriateness of both the level and quality of health care
and health care services provided to injured employees, based upon medically accepted standards.

Authorizes employers/payers to withhold payment from, or recover payment from, health facilities or
health care providers that have made excessive charges or which have provided unjustified and/or
unnecessary treatment, hospitalization, or visits.

. Provides for the review by the employer/payer or MWCC of any health facility or health care provider

records and/or medical bills that have been determined not to be in compliance with the schedule of
charges estblished herein.

Establishes that a health care provider or facility may be required by the employer/payer to explain in
writing the medical necessity of health care or health care service that is not usually associated with, is
longer and/or more frequent than, the health care or health care service usually accompanying the
diagnosis or condition for which the patient is being treated.

Provides for medical cost containment review and decision responsibility. The rules and definitions
hereunderare notintended t o supersede or modify the Workers:
rules of the MWCC, or court decisions interpreting the Act or the MWC C adsninistrative rules.

Provides for the monitoring of employers/payers to determine their compliance with the criteria and
standards established by this Fee Schedule.

Establishes deposition/witness fees.

Establishes fees for medical reports.

Provides for uniformity in billing of provider services.

Establishes rules/guidelines for billing.

Establishes rules/gutelines for reporting medical claims for service.

Establishes rules/guidelines for obtaining medical services by out of-state providers.

Establishes rules/guidelines for Utilization Review to include pre-certification, concurrent review,



discharge planning and retrospective review.

R. Establishes rules for dispute resolution which includes an appeal process for determining disputes which
arise under this Fee Schedule.

S. Establishes a peer review system for determining medical necessity. Peer review is conductetly
professional practitioners of the same specialty as the treating medical provider on a particular case.

T. Establishes the list of health care professionals who are considered authorized providers to treat
empl oyees under the Mi s sionsdaw; agvho, Woefekeace im this rGle, mibben s a
subject to the rules, guidelines and maximum allowable reimbursement (MAR)in this Fee Schedule.

U. Establishes financial and other administrative penalties to be levied against payers or providers who fail
to comply with the provisions of the Fee Schedule, including but not limited to interest charges for late
billing or payment, percentage penalties for late billing or payment, and additional civil penalties for
practices deemed unreasonable by the MWCC.

II. MEDICAL NECESSITY

The concept of medical necessity is the foundation of all treatment and reimbursement made under the

provision of §71-3-15, Mississippi Code of 1972, as amended. For reimbursement to be made, services and
supplies must meet the definion of o medi cally necessary. 6 The sol e u
but not limited to the ODG guidelines, to determine the appropriateness or extent of treatment or

reimbursement is prohibited. Continuation of treatment shall be based on the concep t of medical necessity

and predicated on objective or appropriate subjecti
limits on treatment or reimbursement based solely on diagnosis or guidelines outside this Fee Schedule are

not permitted.

A. For the purpose of the Workersd Compensation Prog
to identify ortreatawork-r el ated injury/illness which is appropg
upon accepted standards of the health care spedalty involved, represents an appropriate level of care
given the location of service, the nature and seriousness of the condition, and the frequency and
duration of services, is not experimental or investigational, and is consistent with or comparable to the
treatment of like or similarnon-wor k r el ated injuries, is considere
must be widely accepted by the practicing peer group, based on scientific criteria, and determined to be
reasonably safe. It must not be experimental, investigational, or research in nature except in those
instances in which prior approval of the payer has been obtained. For purposes of thispr ovi si on,
groupo6 is defined as similarly situatedtmwhysician
Mississippi, and qualified to provide the services in question.

B. Services for which reimbursement is due under this Fee Schedule are those services meeting the
definition of oOomedically necessarydé6 aboveonalgd i nc
necessary and required to determine or diagnose whether a work-related injury or iliness has been
sustained, or which are required for the remedial treatment or diagnosis of an on-the-job injury, a work-
related illness, a pre-existing condition aff ected by the injury or iliness, or a complication resulting from
the injury or illness, and which are provided for such period as the nature of the injury or process of
recovery may require.

C. Treatment of conditions unrelated to the injuries sustained in an industrial accident may be denied as



unauthorized if the treatment is directed toward the non -industrial condition or if the treatment is not

deemed medically necessary for the patientds reha

D. Services that are experinental or investigational, including but not limited to CPT Category Il and
Category lll codes, are not reimbursable for this Fee Schedule. Please refer to the MWCC website
(www.mwcc.ms.gov) for a list of some of these procedures.

V. DEFINITIONS

Act meansMiss i ssi ppi Workersd Compensation Law-31&seg@Revssi pp
2000 as amended).

Adjust means that a payer or a payerds agent reduces or
payment.

APC means ambulatory payment classification and guidelines for hospital outpatient and ambulatory surgery
center facilities as developed by the Centers for Medicare and Medicaid Services (CMS) and adopted in this Fee
Schedule.

Appropriate care means health care that is suitable for aparticular patient, condition, occasion, or place.
AWP means Average Wholesale Priceand is based on data obtained from manufacturers.

Bill means a claim submitted by a provider to a payer for payment of health care services provided in
connection with a covered injury or iliness.

Bill adjustment means a reduction of a fee on a providero6s bi

By report (BR) means that the procedure is new, or is not assigned a maximum fee, and requires a written
description included on or attached to the bill. 0By
listing/description of the service, the dates of service, the procedure code, and the payment requested. The

report is included in the request for reimbursement for the procedure.

Carrier means any stock company, mutual company, or reciprocal or interinsurance exchange authorized to
write or carry on the businessof Wor ker sd Compensati on I-imssredrgraup,oethird-n t h
party payer, or self-insured employer, or uninsured employer.

CAREF, the Commission on Accreditation of Rehabilitation Facilities, is an independent, nonprofit accreditor of
health and human servicessuch as medical rehabilitation facilities.

Casemeans a covered injury or illness occurring on a s
of injury or illness.

CDT means Current Dental Terminology, a medical code £t maintained and copyrighted by the American
Dental Association, which is used for reporting dental services.

CMS-1500 means the CMS 1500 form and instructions that are used by non-institutional providers and
suppliers to bill for outpatient services. Use of the most current CMS-1500 form is required.

Commission means the Mississippi Workersd®& Compensation Cor

Consultation means a service provided by a physician whose opinion or advice regarding evaluation and/or
management of a specific problem is requested by another physician or other appropriate source. If a
consul tant, subsequent to the first encounter, as s ume
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that physician becomes a treating physician. The first encounter is a onsultation and shall be billed and
reimbursed as such. A consultant shall provide a written report of his/her findings. A second opinion is
considered a consultation.

Controvertedclaim i s a workers® compensati on dMWECandimwhhichcthe i s p
patient or patientds | egal representative has filed &

Covered injury or illness means an injury or illness for which treatment is mandated under the Act.

Critical care means care rendered in a variety of medical emergencies that requires the constant attention of
the practitioner, such as cardiac arrest, shock, bleeding, respiratory failure, postoperative complications, and is
usually provided in a critical care unit or an emergency department.

CPT (Current Procedural T erminology) means a set of codes, descriptions, and guidelines developed by the
American Medical Association, intended to describe procedures and services performed by physicians and other
health care professionals. The CPT code set is also used by otherrgities to report outpatient services. Each
procedure or service is identified with a five-digit code. CPT codes may also be referred to as HCPCS Level |
codes.

Day means a continuous 24-hour period.
Diagnostic procedure means a service that helps determine the nature and causes of a disease or injury.

Durable medical equipment (DME) means specialized equipment designed to stand repeated use,
appropriate for home use, and used solely for medical purposes.

Employ er Medical Evaluation (EME) means a second opinion evaluation available to the Employer or Carrier
pursuant to MCA 871-3-15(1) (Rev. 2000) for the purpose of evaluating temporary or permanent disability, or
the medical treatment being rendered to the injur ed worker.

Expendable medical supply means a disposable article that is needed in quantity on a daily or monthly basis.

Follow -up care means the care which is related to the recovery from a specific procedure and which is
considered part nmtimumhllewaple reimbarsement utsdoes not include complications.

Follow -up days (FUD) are the days of care following a surgical procedure which are included in the
pr ocedur e d sllowableréimbursement amount, but which do not include follow up care related to
complications. The follow-up day period begins on the day of the surgical procedure(s).

HCPCSmeans Healthcare Common Procedure Coding System, an alphanumeric medical code set maintained
by the Centers for Medicare and Medicaid Services ugd for reporting services, durable medical equipment, and
supplies. CPT codes are Level | HCPCS codes. HCPCS codes may also be referred to as HCPCS Level Il codes.

Health care review means the review of a health care case, bill, or both by the payerorthepay er 6 s agen

Incident -to means that services and supplies are commonly furnished as an integral part of the primary service
or procedure and not reimbursed separately.

Incidental surgery means surgery performed through the same incision, on the same day, by the same doctor,
not increasing the difficulty or follow -up of the main procedure, or not related to the diagnosis.

Independent medical examination (IME) means a consultation provided by a physician to evaluate a patient
at the request of the MWCC. This evaluation may include an extensive record review and physical examination
of the patient and requires a written report.

11



Independent procedure means a procedure that may be carried out by itself, completely separate and apart
from the total service th at usually accompanies it.

Inpatient services means services rendered to a person who is admittedto a hospital as an inpatient.
MAR (SeeMaximum allowable reimbursement)

Maximum allowable reimbursement ( MAR) means the maximum amount allowed for medical services as set
forth in this Fee Schedule.

Medical only case means a case that does not involve more than five (5) days of disability or lost work time and
for which only medical treatment is required.

Medically accepted standard means a measure set by a conpetent authority as the rule for evaluating quality
or quantity of health care or health care services and which may be defined in relation to any of the following:

9 Professional performance;

1 Professional credentials;

9 The actual or predicted effects of care; and

9 The range of variation from the norm.

MWCC means the MississippiWorker s @ Compensation Commi ssi on.

Medically necessary means any reasonable medical service or supply used to identify or treat a work related
injury/iliness which is appropriatetothe pat i ent 6 s di agnosi s, i s based upon
care specialty involved, represents an appropriate level of care given the location of service, the nature and
seriousness of the condition, and the frequency and duration of services, isnot experimental or investigational,

and is consistent with or comparable to the treatment of like or similar non -work related injuries. Utilization
management or review decisions shall not be based on application of clinical guidelines, but must include

review of clinical information submitted by the provider and represent an individualized determination based on

t he workero6s current condition and the concept of mec
subjective improvements inthe patient s c¢ |l i ni cal status.

Medical record means a record in which the medical service provider records the subjective findings, objective
findings, diagnosis, treatment rendered, treatment plan, and return to work status and/or goals and impairment
rating as applicable.

Medical supply means either a piece of durable medical equipment or an expendable medical supply.

National Correct Coding Initiative (NCCI)  means an initiative implemented by the Centers for Medicare and
Medi cai d S e rtowromaendtional Cauedt)coding methodologies and to control improper coding
leading to inappropriate payment. NCCI Procedureto-Procedure (PTP) code pair edits are automated
prepayment edits that prevent improper payment when certain codes are submitted together. Medically
Unlikely Edits (MUES) are the maximum number of Units of Service (UOS) allowable under most circumstances
for a single Healthcare Common Procedure Coding System/Current Procedual Terminology (HCPCS/CPT) code
billed by a provider on a date of service.

NCCI (See National Correct Coding Initiative.)

Observation care is a welldefined set of specific, clinically appropriate services, which include ongoing short
term treatment, assessment, and reassessment before a decision can be made regarding whether patients will

12



require further treatment as hospital inpatients or if they are able to be discharged from the hospital. .

Operativereport means t he practit i onpkthedusgerywaor proceédara andiachides dll pft i
the following:

9 A preoperative diagnosis;

9 A postoperative diagnosis;

1 A step-by-step description of the surgery;

1 A description of any problems that occurred in surgery; and

9 The condition of the patient upon leaving the operating room.
Optometrist means an individual licensed to practice optometry.

Orthotic equipment means an orthopedic apparatus designed to support, align, prevent, or correct
deformities, or improve the function of a moveable body part.

Ortho tist means a person skilled in the construction and application of orthotic equipment.
Outpatient service means services provided to patients at a time when they are not hospitalized as inpatients.

Payer means the employer or self-insured group, carrier, or third -party administrator (TPA) who pays the
provider billings.

Pharmacy means the place where the science, art, and practice of preparing, preserving, compounding,
dispensing, and giving appropriate instruction in the use of drugs is practiced.

Practiti oner means a person licensed, registered, or certified as an acupuncturist, audiologist, doctor of
chiropractic, doctor of dental surgery, doctor of medicine, doctor of osteopathy, doctor of podiatry, doctor of
optometry, massage therapist, nurse, nurse aresthetist, nurse practitioner, occupational therapist, orthotist,
pharmacist, physical therapist, physician assistant, prosthetist, psychologist, or other person licensed, registered,
or certified as a health care professional or provider.

Primary procedur e means the therapeutic procedure most closely related to the principal diagnosis, and in
billing, the code with the highest unit that is neither an add -on code nor a code exempt from modifier 51 shall
be considered the primary procedure. Reimbursement for the primary procedure is not dependent on the
ordering or re-ordering of codes.

Procedure means a unit of health service.

Procedure code means a fiveddigit numerical sequence or a sequence containing an alpha character and
preceded or followed by four digi ts, which identifies the service performed and billed.

Properly submitted bill means a request by a provider for payment of health care services submitted to a
payer on the appropriate forms with appropriate documentation and within the time frame establis hed under
the guidelines of the Fee Schedule.

Prosthesis means an artificial substitute for a missing body part.

Prosthetist means a person skilled in the construction and application of prostheses.

Provider means a facility, health care organization, or apractitioner who provides medical care or services.
Secondary procedure means a surgical procedure performed during the same operative session as the primary

13



surgery but considered an independent procedure that may not be performed as part of the primary surgery.

Special report means a report requested by the payer to explain or substantiate a service or clarify a diagnosis
or treatment plan.

Specialist means a board-certified practitioner, board -eligible practitioner, or a practitioner otherwise
considered an expert in a particular field of health care service by virtue of education, training, and experience
generally accepted by practitioners in that particular field of health care service.

Usual and customary means t hat when a payment is desriy,n@ttelde han
of the payment equates to the charge value reported by FAIR Health, Inc. in its FH Benchmarks (or other FAIR

Health, Inc. Benchmark product available on the date of service) products at the 40th percentile for the

applicable geographic areain Mississippi.

V. HOW TO INTERPRET THE FEE SCHEDULE
For each procedure, the Fee Schedule table includes the following columns and details (if applicable):

Code Icons

Add-on Codes
+ denotes procedure codesondadodchexr a0 GBEbmblenr edl 0 dtdh e

Modifier 51 Exempt

x denotes procedure codes that are exempt from the use of modifier 51 and are not designated as add-on
procedures/services as defined in the CPT book. Modifier 51 exempt services and procedures can be found in
Appendix E of CPT 20109.

APC J Status
J1 applicable to APC payments. See the Inpatient Hospital and Outpatient Facility Payment Schedule and Rules
section for more information.

J1* a Mississippi state specific status indicator applicable to APC payments. See thdnpatient Hospital and
Outpatient Facility Payment Schedule and Rules section for more information.

Telemedicine -eligible.
* denotes those CPT codes that may be used for reporting synchronous (realtime) telemedicine services when
appended by modifier 95.

State-Specific Code
a indicates a code specific to the State of Mississippi or a code with a description altered by the State of
Mississippi.

Code
This Fee Schedule uses 2019 CPT, CDT, HCPCS, and Mississippi stgtecific codes.

Modifiers
In the HCPCS sction modifiers that affect payment are listed in this column. See the Modifier and Code Rules

14



section for more information regarding the modifiers.

Description
This Fee Schedule use€PT2019 medium descriptions. Some HCPCS code descriptions have been mdified by
the State of Mississippi.

MAR
This column lists the total maximum allowable reimbursement as a monetary amount. Procedures with a $0.00
in the MAR column are not covered or are not reimbursed.

PC Amount

Where there is an identifiable professional and technical component to a procedure, the portion considered to
be the maximum allowable reimbursement for the professional component is listed in the PC Amount column.
Procedures with a $0.00 in the PC Amountcolumn are considered one hundred percent (100%) technical. See
Modifiers and Code Rulesfor additional information.

TC Amount

Where there is an identifiable professional and technical component to a procedure, the portion considered to

be the maximum allowable for the technical component is listed in the TC Amount column. Procedures with a

$0.00 in the TC Amount column or where the TC column Amount column is blank are considered one hundred
percent (100%) professional. See Modifiers and CodeRulesfor additional information.

FUD

Followup days (FUD) included in a surgical procedureos

Postoperative periods of 0, 10, and 90 days are designated in the Fee Schedule as 000, 010, and 090
respectively. The following specialcircumstances are also listed in the postoperative period:

MMM  Designates services furnished in uncomplicated maternity care.This includes antepartum, delivery, and
postpartum care.

XXX Designates services where the global concept does not apply.

YYY Designates services where the payer must assign a followup period based on documentation submitted
with the claim. Procedures designated as YYY in the Fee Schedule include unlisted procedure codes.

ZZZ Designates services that are addon procedures and as such have a global period that is determined by
the primary procedure.

Assist Surg

The assistant surgeon column identifies procedures that are approved for an assistant to the primary surgeon
whether a physician, physician assistant (PA), registered nursérst assistant (RNFA, RA), or other qualifiechealth
care professionalfor reimbursement as an assistant under the Fee Schedule.

APC Amount
Ambulatory Payment Classification (APC) is a payment method for facility outpatient services. The APC Amount
shall constitute the reimbursement amount for both hospital based and freestanding outpatient facilities.
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VI. AUTHORIZED PROVIDERS

The following health care providers are recognized by the MWCC as acceptable to provide treatment to injured
workers under the terms of the Act, and must comply with the rules, guidelines, billing and reimbursement
policies, and maximum allowable reimbursement (MAR) contained in this Fee Schedule when providing
treatment or service under the terms of the Act:

Acupuncturist (L.A.C)

Audiologist

Certified Registered Nurse Anesthetist (C.R.N.A.)
Doctor of Chiropractic (D.C.)

Doctor of Dental Surgery (D.D.S.)/Doctor of Dental Medicine (D.D.M.)
Doctor of Osteopathy (D.O.)

Licensed Clinical Social Worker (L.C.S.W.)
Licensed Nursing Assistant

Licensed Practical Nurse (L.P.N.)

Massage Therapist

Medical Doctor (M.D.)

Nurse Practitioner (N.P.)

Occupational Therapist (O.T.)

Optometrist (O.D.)

Oral Surgeon (M.D., D.O., D.M.DD.D.S.)
Pharmacist (R.Ph, PharmD.)

Physical Therapist (P.T.)

Physical or Occupational Therapist Assistant (P.T.A., O.T.A.)
Physician Assistant (P.A.)

Podiatrist (D.P.M.)

Prosthetist or Orthotist Psychologist (Ph.D.)
Registered Nurse (R.N.)

Registered Nurse First Assistant (R.N.F.A., R.A.)
Speech Therapist

All health care providers, as listed herein, are subject to the rules, limitations, exclusions, and maximum
allowable reimbursement of this Fee Schedule. Medical treatment under the terms of the Act may be provided
by any other person licensed, registered, or certified as a health care professional if approved by the payer or
MWCC, and in such case, said provider and payer shall be subject to the rules and guidelines, including
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maximum allowable reimbursementamounts, provided herein.

VIl.  INFORMATION PROGRAM

The MWCC shall provide ongoing information regarding this Fee Schedule for providers, payers, their

representatives and any other interested persons or parties. This information shall be provided primarily
through informational sessions and seminar presentat:i
Educational Association Conference as well as the distribution of appropriate information materials via the

MWC C @vebsite (www.mwcc.ms.gov), andby other means as needed.Updates to this Fee Schedule will also be
posted to the FAIR Health website at https://orders.fairhealth.org.

GENERAL RULES

CONFIRMATORY CONSULTATION
As provided in §71-3-15(1) of the Act, and in MWCC General Rulel.9, a payer/employer may request a second
opinion examination or evaluation for the purpose of evaluating temporary or permanent disability or medical
treatment being rendered. This examination is considered a confirmatory consultation. The confirmatory
consultation is billed using the appropriate level and site -specific consultation code with modifier 32 appended
to indicate a mandated service and paid in accordance with the Fee Schedule.

CODING STANDARD

A. The most current ver sion of the American Medi cal As

the most current version of the American Dental Association's CDT : Dental Procedure Codes in effect at the
time service is rendered or provided shall be the authoritative coding guide, unless otherwise specified in
this Fee Schedule.

B. The most current version of HCPCS codes developed by CMS in effect at the time service is rendered or
provided shall be the authoritative coding guide for dura ble medical equipment, prosthetics, orthotics, and
other medical supplies (DMEPOS), unless otherwise specified in this Fee Schedule.

C. Bills for serviceswill be subject to appropriate code edits. For the purpose of this Fee Schedule, theNational

Correct Cading Initiative (NCCI) edits are used and apply to all sections unless an exception is addressed in
a particular section.

DEPOSITION/WITNESS FEES; MEDICAL RECORDS AFFIDAVIT

A. Any health care provider who gives a deposition or is otherwise subpoenaed to appear in proceedings
pending before the MWCC shall be paid a witness fee as provided by MWCC Procedural Rul@.18(h) in
the amount of $25.00 per day plus mileage reimbursement at the rate authorized by MWCC General Rule
1.14. Procedure code 99075 must be usedto bill for a deposition.

B. In addition to the above fee and mileage reimbursement, any health care provider who gives testimony
by deposition or who appears in person to testify at a hearing before the MWCC shall be paid $750.00 for
the first hour and $187.50 per quarter hour thereafter. This fee includes necessary preparation time. In
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the event a deposition is cancelled through no fault of the provider, the provider shall be entitled to a
payment of $250.00 unless notice of said cancellation is given to the provider at least 72 hours in
advance. In the event a deposition is cancelled through no fault of the provider within 24 hours of the
scheduled time, then, in that event, the provider shall be paid the rate due for the first hour of a
deposition. Nothing stated herein shall prohibit a medical provider and a party seeking to take the

medi cal providerdés deposition from entering into

other than as above provided.

Pursuant to MWCC Procedural Rule2.9, an examining or treating physician may execute an affidavit in

|l ieu of direct testimony. The Physiciands Medical
of the physiciands signature. Such chaaxgnem f or exec

reimbursement of $25.00. Reimbursement for copies of medical records that are attached to affidavits
shall be made as outlined in the Medical Record Rules

Any health care provider who gives a deposition or is otherwise subpoenaed to provide information,
documents, or other records of any kind may be entitled to make an entry of appearance as a party in the
underl ying wor ker so& c¢ o mpgdepurpoadof contestinglthe subpodna and/ar thee
scope of the requested information or deposition. No part of this section shall be construed to create any
additional liability on the part of the health care provider beyond that set forth in Mississippi Co de
Annotated (MCA) 871-:3-59( 2) or otherwise set forth in the

C

r

Mi s

and/or the Fee Schedule. Pursuant to MCA 8713-59(2), theMWCCmay awar d attorneyads

expenses to the health care provider in the event the MWCC finds the scope of the subpoena, deposition,
or other information requested from the health care provider is an institution, continuance, or delay of
proceedings without reasonable grounds by the party seeking the information from the health care
provider and/o r the attorney advising such party. Pursuant to MCA 8713-59(2), the MWCC may also
impose a civil penalty not to exceed ten thousand dollars ($10,000.00) against the party and/or the
attorney advising such party seeking the information from the health care provider for each violation.

Similarly, the MWCCmay al so award attorneyof6s fees, expenses,

care provider and/or their attorney in the eventthe MWCCf i nds t hat the health
to the subpoena, deposition, or other requested information is an institution, continuance, or delay of
proceedings without reasonable grounds.

IV. IMPAIRMENT RATING

A.

B.

In determining the extent of permanent impairment attributable to a compensable injury, the provider
shall base this determination on the most current edition of the Guides to the Evaluation of Permanent
Impairment, as published and copyrighted by the American Medical Association which is in effect at the
time the service is rendered. Only a medical doctor is ertitled under these rules to reimbursement for
conducting an impairment rating evaluation.

A provider is entitled to reimbursement for conducting an impairment rating evaluation and determining
the extent of permanent impairment, and should bill for such se rvices using CPT code 99455The
maximum allowable reimbursement for CPT code 99455 shall be $250.00.

V. INDEPENDENT MEDICAL EXAMINATION (IME)

A.

An independent medical examination (IME) may be ordered by the MWCC or its Administrative Judges. A
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practitioner oth er than the treating practitioner must do the medical examination, and the MWCCor
Judge shall designate the examiner.

B. An independent medical examination (IME) shall include a study of previous history and medical care
information, diagnostic studies, diagnostic x-rays, and laboratory studies, as well as an examination and
evaluation. An IME can only be ordered by the MWCC or one of its Administrative Judges. A copy of the
report must be sent to the patient, or his attorney if represented, the payer, and the MWCC.

C. The fee for the IME may be set by theMWCC or Judge, or negotiated by the payer and provider prior to
setting the appointment, and in such cases, reimbursement shall be made according to the order of the
MWCC or Judge, or according to the mutual agreement of the parties. In the absence of an agreement or
order regarding reimbursement for an IME, the provider shall bill for the IME using the appropriate level
and site-specific consultation code appended with modifier 32 to indicate a mandated service, and shall
be reimbursed according to the Fee Schedule.

V. EMPLOYERO®S MEDI CAL EXAMI NATI ON ( EME)

A. An examination of the c¢claimant by a physician of t
these services, the claimantds benefits may be sus
suspend benefits bas e detogitendantEME The $tatute mahorizes snlytha i | u
MWCCto suspend benefits for failure to comply with medical treatment.

Vil. MAXIMUM MEDICAL IMPROVEMENT

A. When an employee has reached maximum medical improvement (MMI) for the work related injury
and/or illness, the physician should promptly, and at least within fourteen (14) calendar days, submit a
report to the payer showing the date of maximum medical improvement (MWCC Form B9,27).

B. Maximum medical improvement is reached at such time as the patient reaches the maximum benefit
from medical treatment or is as far restored as the permanent character of his injuries will permit and/or
the current limits of medical science will permit. Maximum medical improvement may be found even
though the employee will req uire further treatment or care. The CMS 1500 form will be accepted in lieu
of the Commission form if appropriate office/progress notes are attached.

VIIl. OUT-OFSTATE MEDICAL TREATMENT

A. Each employer shall furnish all reasonable and necessary drugs, supfds, hospital care and services, and
medical and surgical treatment for the work -related injury or illness. All such care, services, and treatment
shall be performed at facilities within the state when available.

B. When billing for out -of-state services, suporting documentation is necessary to show that the service
being provided cannot be performed within the state, the same quality of care cannot be provided within
the state, or more cost-effective care can be provided out-of-state. In determining whether out-of-state
treatment is more cost effective, this question mt
perspective. Treatment should be provided in an area reasonably convenient to the place of the injury or
the residence of the injured employee, in addition to being reasonably suited to the nature of the injury.

C. Reimbursement for out-of-state services shall be based on one of the following, in order of preference:

(1) the workersd compensation fee scheda(2enchsessr t he
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where there is no applicable fee schedule for the state in which services are rendered, or the fee schedule
in said state excludes or otherwise does not provide reimbursement allowances for the services rendered,
reimbursement should be paid at the usual and customary rate for the geographical area in which the
services are rendered; or (3) reimbursement forout-of-state services may be based on the mutual

agreement of the parties. The Mississi peoding@&uwr ker s

billing rules apply whenever an injured empl oyee

Mississippi law or would be entitled to receive benefits under Mississippi law, whether the treatment is in
Mississippi or any other state in order for out -of-state providers to obtain reimbursement.

D. Prior authorization must be obtained from the payer for referral to out -of-state providers. The
documentation must include the following:
1 Name and location of the out -of-state provider,
1 Justification for an out -of-state provider, including qualifications of the provider and description of
services being requested.

A. Response Time. The payer must respond within two (2) business days to a request of prior authorization for
non-emergency services.

B. Federal Facilities . Treatment provided in federal facilities requires authorization from the payer. However,
federal facilities are exempt from the billing requirements and reimbursement policies in this manual.

C. Pre-certification for Non -emergency Surgery. Providers must pre-certify all non-emergency surgery.
However, certain catastrophic cases require frequent returns to the operating room (O.R.) (e.g., burns may
require daily surgical debridement). In such cases, it is appropriate for the provider to obtain certification of the

treatment plan to include multiple surgical procedur e

agreement must be mutual between the provider and the payer regarding the number and frequency of
procedures certified.

D. Retrospective Review. Failure to obtain pre-certification as required by this Fee Schedule shall not, in and of
itself, result in a denial of payment for the services provided. Instead, the payer, if requested to do so by the
provider within one (1) year of the date of service or discharge, shall conduct a retrospective review of the
services, and if the payer determines that the services provided would have been precertified, in whole or in
part, if pre-certification had been timely sought by the provider , then the payer shall reimburse the provider for
the approved services according to the Fee Schedule, or, if applicable, according to the separate fee agreement
bet ween the payer and provider, | ess a t eobtappré-c ent
certification as required by this Fee Schedule. This penalty shall be computed as ten percent (10%) of the total
allowed reimbursement. If, upon retrospective review, the payer determines that pre-certification would not
have been given, or would not have been given as to part of the requested services, then the payer shall dispute
the bill and proceed in accordance with the Billing and Reimbursement Rules as hereafter provided.

E. Authorization Provided by Employer or Payer.  When authorization for treatment is sought and obtained
from the employer, or payer, whether verbally or in writing, and medical treatment is rendered in good faith
reliance on this authorization, the provider is entitled to payment from the employer or payer for the initial vi sit
or evaluation, or in emergency cases, for treatment which is medically necessary to stabilize the patient.
Reimbursement is not dependent on, and payment is due regardless of, the outcome of medically necessary
services which are provided in good faith reliance upon authorization given by the employer or payer.
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I X. RETURN TO WORK

If an employee is capable of some form of gainful employment, it is advisable for the physician to release the
employee to light work and make a specific report to the payer as to the date of such release and setting out

any restrictions on such Il ight work. I't can be to the
alternative work, since he/she can receive compensation based on sixtysix and two-thirds percent (66 2/3%) of

the difference between the empl oyeeds -maryavdragegaeekly n s uc

wage. The physiciands judgment in such matters is ext
medically capable of returning to work in some capacity. Return to work decisions should be based on objective
findings, and the physiciands return to work assessme

employment to which the patient may return if return to full duty is not medically advisable.

X. SELECTIONOF PROVIDERS

The selection of appropriate providers for diagnostic testing or analysis, including but not limited to
surgical/procedure facilities, CT or MRI scans x-ray, laboratory, physical or occupational therapy, induding work
hardening, functional capacity evaluations, chronic pain programs, or massage therapy shall be at the direction
of the treating or prescribing physician. In the absence of specific direction from the treating or prescribing
physician, the seledion shall be made by the payer, in consultation with the treating or prescribing physician.

Referral for an electromyogram (EMGpr a nerve conduction study (NCS)shall be at the discretion and direction

of the physician in charge of care, and neitherthepayer nor the payerds agent ma\)
redirect the patient to another provider for these te
with the physician in charge of care appropriate providers for the conduct of these t ests in an effort to reach an
agreement with the physician in charge as to who will conduct an electromyogram and/or nerve conduction

study in any given case.

The selection of providers for the purchase or rental of durable medical equipment shall be at th e direction of
the payer if over $300.00.

The selection of providers for medical treatment or service, other than as above provided, shall be in accordance
with the provisions of MCA §71-3-15.

X1 . PHARMACEUTICAL REIMBURSEMENT

In the event that the MWCC implements a drug formulary, the Formulary and any subsequent Pharmacy Fee
Schedule will govern.

X1 | DRUG SCREENING (MCA §713-121)

Only one (1) drug screen or drug test result shall be eligible for reimbursement for each drug test conducted on
the same patient on the same day, unless the initial screening results are deemed by the prescribing provider to
be inconsistent or inherently unreliable. In that event, a confirmation screening may be ordered by the
prescribing provider and paid for by the payer. In addition, treatment may not be discontinued based on the
results of a drug test absent a confirmation test, which shall be reimbursed in addition to the initial screening
test. Merely duplicate screenings or tests which are rerun to confirm initial results are not otherwise eligible for
reimbursement.

21



X1 | MILEAGE REIMBURSEMENT (MCA §713-15; MISS. WORK COMP. COM. GENERAL RULH.14)

The payer shall reimburse each claimant for all travel to obtain medical treatment which is being obtained under

the provisions ofthe Mi ssi ssi ppi Workersdé& Compensation Law, 1incl
medication or supplies necessary for treatment of a compensable injury, regardless of the number of miles

traveled. There is no minimum distance of travel required for reimbursement, and reimbursement shall be made

for each mile of round trip travel necessitated by the compensable injury, at the rate adopted by the MWCCand

in effect at the time of the travel. Only reasonable and necessary miles traveled are subject to reimburg&ment.

X1 V.SALES TAX

Al'l Amounts in the Mississippi Workerso6 Compensation
Therefore, no additional amount is reimbursed for these items.

XV. PATI ENT6S RI GHT TO HEARI NG

Nothing provided in this Fee Schedule shall estop or prevent the patient from obtaining legal counsel and/or
seeking relief in the form of a request to compel medical treatment before an Administrative Judge.

XV1 .INVESTIGATIONAL PROCEDURES

When the following procedures are performed as investigational procedures they will not qualify for
rei mbursement under the Mississippi Workersd Compensa

A. Intradiscal electrothermal therapy (IDET) (22526, 22527) and intradiscal annuloplasty by other method
(22899).

B. Intraventricular administration of morphine.

C. Pulsed radiofrequency, regardless of procedure involved or indication (e.g., medial branch radiofrequency,
dorsal root radiofrequency, etc.). If pulsed radiofrequency is used, but not specifically recorded as sich in
the medical records, the payer may retroactively deny payment for the service and request for
reimbursement from the provider.

D. Intradiscal therapies used in discography, such as percutaneous disc decompression (Dekompressor),
fluoroscopic, laser, radofrequency, and thermal disc therapies.

E. Percutaneous disc nucleoplasty.

F. Epidural adhesiolysis, also known as Racz procedure or lysis of epidural adhesions.

G. X-STOP fusion devices.

H. MILD (minimally invasive lumbar decompression) procedures.

I.  Non-invasive pan procedure (NIP procedure or NIPP).

J. Alpha-stim unit.

K. ReBuilder and low laser treatment.

L. Botulinum toxin for the treatment of musculoskeletal pain.

M. Ketamine infusion therapy.

N. Prolotherapy.

See below for a list of additional procedures that are not reimbur sable when performed as investigational
procedures.

22



= =/ =4 4 A4 A4 A5 A -2

=

AccuraScope procedure
Annulonucleoplasty (The DideX procedure)

Annulus repair devices (Xclose Tissue Repair System, Barricaid, Disc Annular Repair Technology (DA
System)

BacFast HD for isolatédcet fusion

Biomet Aspen fusion system (an interlaminar fixation device)

Cervical intradiscal radiofrequency lesioning

Chemical ablation (including but not limited to alcohol, phenol or sodium morrhuate) of facet joints
Coblationpercutaneous disc decompression

Coccygeal ganglion (ganglion impar) block for coccydynia, pelvic pain, and all other indications
Cooled radiofrequency ablation for facet denervation

Cryoablation (cryoanesthesia, cryodenervation, cryoneurolysis, orwunyersy) for the treatment of
lumbar facet joint pain

Deuk Laser Disc Repair
Devices for annular repair (e.g., Inclose Surgical Mesh System)

Dynamic (intervertebral) stabilization (e.g., BioFlex, CD Horizon Agile Dynamic Stabilization Device, D
DynamicSoft Stabilization System, Dynabolt Dynamic Stabilization System, Dynesys Spinal System, (
ligamentoplasty/Graf artificial ligament, Isobar Spinal System, NFix, Satellite Spinal System, Stabilima:
NZ Dynamic Spine Stabilization System, and the Z&yiaaMo System)

Endoscopic disc decompression, ablation, or annular modulation using the DiscFX System

Endoscopic laser foraminoplasty, endoscopic foraminotomy, laminotomy, and rhizotomy (endoscopic
radiofrequency ablation)

Endoscopic transforaminal destomy:
Epidural fat grafting during lumbar decompression laminectomy/discectomy

Epidural injections of lytic agents (e.g., hyaluronidase, hypertonic saline) or mechanical lysis in the
treatment of adhesive arachnoiditis, epidural fibrosis, failed baokisyme, or other indications

Epidural steroid injections for the treatment of n@adicular low back pain

Epiduroscopy (also known as epidural myeloscopy, epidural spinal endoscopy, myeloscopy, and spine
endoscopy) for the diagnosis and treatment ofradtable LBP or other indications

Facet chemodenervation/chemical facet neurolysis
Facet joint allograft implants (NuFix facet fusion, TruFuse facet fusion)

Facet joint implantation (Total Posterietement System (TOPS) (Premia Spine), Total Facet
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Arthroplasty System (TFAS) (Archus Orthopedics), ACADIA Facet Replacement System (Facet
Solutions/Globus Medical)

Interlaminar lumbar instrumented fusion (ILIF)
Interspinous and interlaminar distraction devices

Interspinous fixation devices (CD HORIZOREPIlate, PrimaLOK SRF&FSpinous Process Fixation
Plate, and Stabilink interspinous fixation device) for spinal stenosis or other indications

Intradiscal biacuplasty (IDB)/intervertebral disc biacuplasty/cooled radiofrequency
Intradiscal electrothemal annuloplasty (IEA)

Intradiscal electrothermal therapy (IDET)

Intradiscal glucocorticoid injection for the treatment of low back pain

Intradiscal implantation of combined autologous adipaiived mesenchymal stem cells and
hyaluronic acid for thereatment of discogenic low back pain

Intradiscal implantation of stromal vascular fraction plus platelet rich plasma for the treatment of
degenerative disc disease

Intradiscal infiltration with plasma rich in growth factors for the treatment of lmack pain

Intradiscal injection of autologous bone marrow concentrate for the treatment of degenerative disc
disease

Intradiscal injection of plateletich plasma

Intradiscal methylene blue injection for the treatment of low back pain
Intradiscal pulsed radiofrequency for the treatment of discogenic neck pain
Intradiscal steroid injections

Intradiscal thermal annuloplasty (IDTA)

Intradiscal, paravertebral, or epidural oxygen or ozone injections

Intravenous administration of corticteroids, lidocaine, magnesium, Toradol or vitamin B12
(cyanocobalamin) as a treatment for back pain and neck. pain

Khan kinetic treatment (KKT)

Laser facet denervation

Least invasive lumbar decompression interbody fusion (LINDIF)

Microsurgical lumbar spiestrectomy for the treatment of lumbar disc herniation

Minimally invasive endoscopic transforaminal lumbar interbody fusion (endoscopic MITLIF; same as
endoscopic MAST fusion) for lumbar disc degeneration and instability or other indications

Minimallyinvasive lumbar decompression (MILD) procedure (percutaneous laminotomy/laminectomy
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(interlaminar approach) for decompression of neural elements under indirect image guidance) for
lumbar canall stenosis or other indications

Minimally invasive thoracic diectomy for the treatment of back pain

Nucleoplasty (also known as percutaneous radiofrequency thermomodulation or percutaneous plasma
diskectomy)

OptiMesh grafting system
Percutaneous (or plasma) disc decompression (PDD)
Percutaneous cervical diskeoty.

Percutaneous endoscopic diskectomy with or without laser (PELD) (also known as arthroscopic
microdiskectomy or Yeung Endoscopic Spinal Surgery System [Y.E.S.S.])

Percutaneous intradiscal radiofrequency thermocoagulation (PIRFT)/intradiscal radiafogque
thermomodulation/percutaneous radiofrequency thermomodulation

Piriformis muscle resection and other surgery for piriformis syndrome
Posterior intrafacet implants (e.g., DTRAX Cervical Cage) for posterior cervical fusion
Psoas compartment blodkr lumbar radiculopathy or myositis ossification

Racz procedure (epidural adhesiolysis with the Racz catheter) for the treatment of members with
adhesive arachnoiditis, epidural adhesions, failed back syndrome from multiple previous surgeries for
herniated lumbar disk, or other indications

Radiofrequency annuloplasty (RA)

Radiofrequency denervation for sacroiliac joint pain

Radiofrequency lesioning of dorsal root ganglia for back.pain
Radiofrequency lesioning of terminal (peripheral) neewelings for back pain
Radiofrequency/pulsed radiofrequency ablation of trigger point pain

Sacroiliac fusion or pinning for the treatment of LBP due to sacroiliac joint syndrome; Note: Sacroiliac
fusion may be medically necessary for sacroiliac jointiidga, tumor involving the sacrum, and

sacroiliac pain due to severe traumatic injury where a trial of an external fixator is successful in
providing pain relief

Sacroiliac joint fusion (e.g., by means of the iFuse System and the Simmetry Sacroilfacsimint
System)

Sacroplasty for osteoporotic sacral insufficiency fractures and other indications
Targeted disc decompression (TDD)
Total Facet Arthroplasty System (TFAS) for the treatment of spinal stenosis

Vesselplasty (e.g., Vessél
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The following chiropractic procedures are considered experimental and investigational and therefore, do not
gualify for reimbursement under the Mississippi
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Active Release Technique

Active Therapeutic Movement (ATM2).

Advanced Biostructural Correction (ABC) Chiropractic Technique
Applied Spinal Biomechanical Engineering

Atlas Orthogonal Technique.

Bioenergetic Synchronization Technique

Biogeometric Integration .

Blair Technique

Bowen Technique

Chiropractic Biophysics Technique

Coccygeal Meningeal Stress Fixation Technique

ConnecTX (an instrumentassisted connective tissue therapy program)
Cranial Manipulation.

Directional Non-Force Technique

FAKTR (Functional and Kinetic Treatment with Rehab) Approach
Gonzalez Rehabilitation Technique

Inertial traction (inertial extensilizer decompression table.
IntraDiscNutrosis program.

Koren Specific Technique

Manipulation for infant colic .

Manipulation for internal (non -neuromusculoskeletal) disorders (Applied Kiresiology).

Manipulation Under Anesthesia.
Moire Contourographic Analysis.
Network Technique.

Neural Organizational Technique.
Neuro Emotional Technique.
Positional Release Therapy.
Sacro-Occipital Technique.

Spinal Adjusting Devices (ProAdjuster, PulStarRAS, Activator)

Wor Kk e
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Therapeutic (Wobble) Chair.
Upledger Technique and Cranio-Sacral Therapy

Webster Technique (for breech babies)

= =4 =4 =4

Whitcomb Technique.

BILLING AND REIMBURSEMENT RULES

I. GENERAL PROVISIONS

A. Maximum Allowable Reimbursement (MAR).  Unless the payer and provider have a separate fee
contract which provides for a different level of reimbursement, the maximum allowable reimbursement for
health care services shal/l be the | esser ofmsfedfif t h
fee established by the Fee Schedule. Iltems or services or procedures which do not have a maximum
specific fee established by this Fee Schedule shall be reimbursed at the usual and customary fee as defined
in this Fee Schedule, and in such caseshe maximum allowable reimbursement shall be the lesser of (1)
the providerds total billed charge, or (2) the wusu

If this Fee Schedule does not establish a maximum specific fee for a particular servicer procedure, and a

usual and customary rate cannot be determined becausethe FH Benchmarks products do not contain a

fee for same, then the maximum allowable reimbursement shall be equal to the national Medicare

allowance plus thirty percent (30%). In the absence of an established Medicare value, and assuming none

of the above provisions apply, the maximum allowable reimbursement shall be eighty percent (80%) of the
providerd6s total billed charge. Any n@HhewWWCE debsite wi | |
annually, or as needed.

B. Separate Fee Contract. An employer/payer may enter into a separate contractual agreement with a
medical provider regarding reimbursement for services provided under the provisions of the Mississippi
Wor ker s & atoolmp, and § an employer/payer has such a contractual agreement with a provider
designed to reduce the cost of workersd compensat.i
shall control as to the amount of reimbursement and shall not be subje ct to the maximum allowable
reimbursement otherwise established by the Fee Schedule. However, all other rules, guidelines and
policies as provided in this Fee Schedule shall apply and shall be considered to be automatically
incorporated into such agreement.

1. Repricing Agreements. Payers and providers may voluntarily enter into repricing agreements
designed to contain the cost of workersd compens.
has been provided, and in such case, the reimbursement voluntarly agreed to by the parties shall
control to the exclusion of the Fee Schedule. However, the time spent by the payer and provider
attempting to negotiate a post -care repricing agreement does not extend the time elsewhere
provided in this Fee Schedule for billing claims, paying claims, requesting correction of an incorrect

payment, requesting reconsideration, seeking dispute resolution, or reviewing and responding to
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requests for correction or reconsideration or dispute resolution. In addition, applicable i nterest and
penalties related to late billing and/or late payment shall continue to accrue as otherwise provided.
Efforts to negotiate a post-care repricing agreement do not justify late billing or payment, and either
party may seek further relief in accordance with the rules provided herein should billing or payment
not be made within the time otherwise due under these rules. No party shall be obligated to negotiate
or enter into a repricing agreement of any kind whatsoever.

No party, in attempting to nego tiate a repricing or other post treatment price reduction agreement,

shall state or imply that consent to such an agreement is mandatory, or that the failure to enter into

any such agreement may result in audit, delay of payment, or other adverse consequerce. If the

MWCC determines that any party, or other person in privity therewith, has made such false or

mi sl eading statements in an effort to coerce ano;
reduction agreement outside the Fee Schedule, the MWCC may refer the matter to the appropriate

authorities to consider whether such conduct warrants criminal prosecution under 871-3-69 of the

Law.

This statute declares that any false or misleading statement or representation made for the purpose of
wrongfully wi t hhol ding any benefit or payment other wi
Compensation Law shall be considered a felony. In addition, theMWCC may levy a civil penalty in an
amount not to exceed ten thousand dollars ($10,000.00) if it finds that payment of a just claim has

been delayed without reasonable grounds, as provided in §71-3-59(2) of the Law.

. Billing Forms. Billing for provider services shall be standardized and submitted on the following forms:
Providers must bill outpatient professional services on the most recently authorized paper form, CMS
1500, or electronic version, 837p, regardless of the site of service. Health care facilities must bill on the
most recently authorized uniform billing form. The electronic version, 837i, or the paper form UB-04 (CMS
1450) is required. Billing must be submitted using the most current paper or electronic forms which are
authorized by CMS.

. ldentification Number.  All professional reimbursement submissions by Covered Healthcare Providers as
defined under CMS rules must include the National Provider Identifier (NPI) field so as to enable the
specific identification of individual providers without the need for other unique provider identification
numbers. Providers who do not yet have an NPI should use the CM5 default identifier until such time as an
NPI is obtained. Providers are required to obtain an NPI within the dates specified by CMS in its
implementation rules.

. Physician Specialty. The rules andmaximum allowable reimbursement in the Mississippi Workerso
Compensation Medical Fee Schedule do not address physician specialization within a specialty. Payment is
not based on the fact that a physician has elected to treat patients with a particular/specific problem.
Reimbursement to qualified physicians is the same amount regardless of specialty.

ONo Showod Ap pWheman appaintment is made for a physician visit by the employer or payer,
and the claimant/patient does not show, the provider is entitled to payment at the rate allowed for a
minimal office visit. Procedure code 99201 or 99211 may be billed.

.0After Hourso6 and Ot herWHRan uarcto fSfeirove cee rCwidees .oc c u |
business hours, procedure code 99050 may be billed. Other adjunct service codes (9905399060) may be

billed as appropriate. Typically, only a single adjunct service code is reported per encounter. However,

there may be circumstances in which reporting multiple adjunct codes per patient encounter may be
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appropriate.

. Portable Services. When procedures are performed using portable equipment, bill the appropriate
procedure code. The charge for the procedure includes the cost of the portable equipment.

Injections .

1 Reimbursement for injections includes charges for the administration of the drug and the cost of the
supplies to administer the drug. Medications are charged separately using the appropriate HCPCS J
code.

1 The description must include the name of the medication, strength, and dose injected.

1  When multiple drugs are administered from the same syringe, reimbursement will be for a single
injection.

1 Reimbursement for anesthetic agents such as Xylocaine and Carbocaine, when used for infiltration, is
included in the reimbursement for the procedure performed and will not be separately reimbursed.

1 Reimbursement for intra-articular and intra-bursal injection medications (steroids and anesthetic
agents) may be separately billed. The description must include the name of the medication, strength,
and volume given.

Supplies. Use CPT code 99070 or specific HCPCS codés report supplies over and above those usually
included with the office visit or service rendered. Do not bill for supplies that are currently included in
surgical packages, such as gauze, sponges, and

Steri-Strips®. Supplies and materials provided by the physician over and above those usually included
with the office visit (drugs, splints, sutures, etc.) may be charged separately and reimbursed at a
reasonable rate.

INSTRUCTIONS TO PROVIDERS

A. All bills for service must be coded with the appropriate CPT, CDT, HCPC& state-specific code.

. The medical provider must file the appropriate billing form and necessary documentation within twenty
(20) days of rendering services on a newly diagnosed workrelated injury or illness. Subsequent billings
must be submitted at least every thirty (30) days, or within thirty (30) days of each treatment or visit,
whichever last occurs, with the appropriate medical records to substantiate the medical necessity for
continued services. Late billings will be sulject to discounts, not to exceed one and one-half percent
(1.5%) per month of the bill or part thereof which was not timely billed, from the date the billing or part
thereof is first due until received by the payer. Any bill or part thereof not submitted t o the payer within
sixty (60) days after the due date under this rule shall be subject to an additional one-time only discount
penalty equal to ten percent (10%) of the total bill or part thereof. Any bill for services rendered which is
not submitted to th e payer within one (1) year after the date of service, or date of discharge for inpatient
care, will not be eligible or considered for reimbursement under this Fee Schedule, unless otherwise
ordered by the MWCC or its Cost Containment Division.

. When serviees were rendered by another qualified health care professional and billed under the
p hy s i blatienal Brevider Identifier (NPI), the billing physician must sign the medical record. When the

physician bills the E/M services, the physician must personallydocument that the physician performed the
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service or were physically present during the critical or key portions of the service furnished by the
qualified health care professional, and the phys

Fees in excess of the maximumallowable reimbursement (MAR) must not be billed to the employee,
employer, or payer. The provider cannot collect any non-allowed amount (MCA 8§71-3-15(3) (Rev. 2000)).

If it is medically necessary to exceed the Fee Schedulemitations and/or exclusions, substantiating
documentation must be submitted by the provider to the payer with the claim form.

If a provider believes an incorrect payment was made for services rendered, or disagrees for any reason
with the payment and explanation of review tendered by the payer, then the provider may request
reconsideration pursuant to the rules set forth herein.

If, after the resolution of a reconsideration request or a formal dispute resolution request, or otherwise,
the provider is determined to owe a refund to the payer, the amount refunded shall bear interest at the
rate of one and one-half percent (1.5%) per month from the date the refunded amount was first received
by the provider, until refunded to the payer.

INSTRUCTIONS TO PAYERS

An employero6s/ payerds payment shal/l reflect any
empl oyerds/ payerds bill review program. The empl
to a health care provider whenever reimbursement differs from the amount billed by the provider. This
must be done individually for each bill.

In a case where documentation does not indicate the service was performed, the charge for the service
may be denied. The EOR must clearly and specifically indicate the ream for the denial.

(1) When a billed service is documented, but the code selected by the provider is not, in the
payerds/reviewerds estimation, the most accurate
not deny payment, but shall reimburse based on the revised code. The EOR must clearly and specifically
detail the reason(s) for recoding the service or otherwise altering the claim. No claim shall be recoded or
otherwise revised or altered without the payer having actually reviewed the medical records associated

with the claim which document the service(s) provided.

(2) As an alternative to recoding or altering a claim, the payer may treat the matter under rule E(1) and (2)
below by paying any undisputed portion of the bill, and notifying the provider by EOR that the remaining
parts of the bill are denied or disputed.

(3) Recoding cannot be used solely for cost containment. Recoding may only be used for the correction of
miscoded services. Whenever there is any dispute concerningcoding, the provider must be notified
immediately and given the opportunity to furnish additional information, although nothing herein

suspends the time periods for making payment or giving notice of dispute. Any recoding or so -called
odown c odi isfgundby thd MVEQC or its Cost Containment Division to be solely for the purpose
of cost containment, will subject the party engaging in such conduct to additional penalties as allowed by
law.

Properly submitted bills must be paid within thirty (30) days of receipt by the payer. Properly submitted
bills not fully paid within thirty (30) days of receipt by the payer shall automatically include interest on the
unpaid balance at the rate of one and one-half percent (1.5%) per month from the due date of any unpaid
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remaining balance until such time as the claim is fully paid and satisfied. Properly submitted bills not fully
paid within sixty (60) days of receipt will be subject to an additional one-time only penalty equal to ten
percent (10%) of the unpaid remaining balance, including interest as herein provided.

E. (1) When an employer/payer disputes or otherwise adjusts a bill or portion thereof, the employer/payer
shall pay the undisputed or unadjusted portion of the bill within thirty (30) days of receipt of th e bill.
Failure to pay the undisputed portion when due shall subject the payer to interest and penalty as above
provided on the undisputed portion of the bill. | f
interest and penalty on the disputed amounts will apply from the original due date of the bill until paid.

(2) When a payer disputes a bill or portion thereof, the payer shall notify the provider within thirty (30)

days of the receipt of the bill of the reasons for disputing the bill or p ortion thereof, and shall notify the
provider of its right to provide additional i nform
The payer shall set forth the clear and specific reasons for disputing a bill or portion thereof on the EOR,

and shall provide additional documentation if necessary to provide an adequate explanation of the

dispute.

F. Reimbursement determinations shall be based on medical necessity of services to either establish a
diagnosis or treat an injuryl/illness. Thus, where service is provided in good faith reliance on authorization
given by the employer or payer, reimbursement shall not be dependent on the outcome of medically
necessary diagnostic services or treatment.

IV. FACILITY FEE RULES

Please refer to the Pain Management section for the state-specific facility reimbursement rules to be used for
outpatient pain management procedures.

Please refer to the Inpatient Hospital and Outpatient Facility Payment Schedule and Rules section for the
state-specific facility reimbursement rules to be used for ambulatory surgery center (ASC) procedures and
hospital based outpatient departments.

Implantables . An implantable is an item that is implanted into the body for the purpose of permanent
placement, and remains in the body as a fixture. Absorbable items, temporary items, or other items used to
hel p place the implant, are not within the definitio

Implantables are included in the applicable MS-DRG reimbursement for inpatient treatment, and, therefore,
the provider of inpatient services is not required to furnish the payer with an invoice for implantables. For
implantables used in the outpatient setting, reimbursement is likewise included in the APC Amount paid to
the facility. No separate billing or payment for implants shall be made in either the inpatient or outpatient
setting.

V. EXPLANATION OF REVIEW (EOR)

A. Payers must provide an explanation of review (EOR) to health care providers for each bill wheneverhe
payerds rei mbursement differs from the amount bille
adjusted by the payer. The EOR must be provided within thirty (30) days of receipt of the bill, and must
accompany any payment that is being made.

B. A payer may use the listed EOR codes and descriptors or may develop codes of their own to explain why a
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providero6s charge has been reduced or disall owed, o
other way. In all cases, the payer must cleast and specifically detail the reasons for adjusting or altering a

bill, including references to the applicable provisions of the Fee Schedule or CPT book, or other source(s)

used as the basis for the EOR. Should the EOR include an alteration in the codesubmitted on the original

claim, it must be based on a review of the medical records documenting the service.

C. The EOR must contain appropriate identifying information to enable the provider to relate a specific
reimbursement to the applicable claimant, the procedure billed, and the date of service.

D. Acceptable EORs may include manually produced or computerized forms that contain the EOR codes,
written explanations, and the appropriate identifying information.

E. The following EOR codes may be used by the payer ¢ explain to the provider why a procedure or service is
not reimbursed as billed, provided clear and specific detail is included, along with references to the
applicable provisions of the Fee Schedule or CPT book, or other source(s) used as the basis fohe EOR:

001 These services are not reimbursable under the W
reason(s): [ Provide specific reason(s) why serv
Compensation Law]

002 Charges exceed maximumallowable reimbursement [Specify]
003 Charge is included in the basic surgical allowance [Specify]

004 Surgical assistant is not routinely allowed for this procedure. Documentation of medical necessity
required [Specify]

005 This procedure is included in the basic allowarce of another procedure [Specify the other
procedure]

006 This procedure is not appropriate to the diagnosis [Specify]

007 This procedure is not within the scope of the license of the billing provider [Specify]
008 Equipment or services are not prescribedby a physician [Specify]

009 This service exceeds reimbursement limitations [Specify]

010 This service is not reimbursable unless billed by a physician [Specify]
011 Incorrect billing form [Specify]

012 Incorrect or incomplete identification number of billing provider [Specify]
013 Medical report required for payment [Specify]

014 Documentation does not justify level of service billed [Specify]

015 Place of service is inconsistent with procedure billed [Specify]

016 Invalid procedure code [Specify]

017  Prior authorization was not obtained [Specify]

VI. REQUEST FOR RECONSIDERATION

A. When, after examination of the explanation of review (EOR) and other documentation, a health care provider
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is dissatisfied with a payer 0slsepiaeg, meondideration mdyibe put e o
requested by the provider. Any other matter in dispute between the provider and payer may be subject to
reconsideration as herein provided at the request of either party, including, but not limited to, a request by

the payer for refund of an alleged over-payment. Alleged over-payments should be addressed through the

dispute resolution process, if necessary, and not by way of unilateral recoupment initiated by the payer on
subsequent billings.

B. A provider or payer must make a written request for reconsideration within thirty (30) days from the receipt
of the explanation of review (EOR) or other written documentation evidencing the basis for the dispute. A
request for reconsideration must be accompanied by a copy of the billin questi on, the paye
of review (EOR), and/or any additional documentation to support the request for reconsideration.

C. The payer or provider, upon receipt of a request for reconsideration, must review and re-evaluate the
original bill and accompanying documentation, and, must notify the requesting party thirty (30) days
thereafter of the results of the reconsideration. The response must adequately explain the reason(s) for the
decision, and cite the specific basis upon which the final determination was made. If the payer finds the
providero6s request for reconsideration is meritorio
the provider finds the payerds request for refund o
should be made within the above thirty (30) day period. Any additional payment(s) made in response to a
providero6s or payero6s request for reconsideration s

or payment, and an additional ten percent (10%) penalty if applicable.

D. If the dispute is not resolved within the above time after a proper request for reconsideration has been
served by the provider or payer, then either party may request further review by the MWCC pursuant to the
Dispute Resolution Rules set forth hereafter.

E. Failure to seek reconsideration within the time above provided shall bar and prohibit any further
reconsideration or review of the bill or other issue in question unless, for good cause shown, the MWCC or
its representative extends the time for seeking reconsideration or review under these rules. In no event shall
the time for seeking reconsideration hereunder be extended by more than an additional thirty (30) days, and
any such request for additional time in which to seek reconsideration or further review must be made in
writing to the MWCC within the initial thirty (30) day period set forth in paragraph B. above.

F. Requests by either provider or payer for refunds, or for additional payment, or other requests related to the
billing or payment of a claim, must be sought in accordance with the specific rules set forth herein. No
retrospective audits or dispute requests shall be allowed beyond one year from the date of service for
seeking reconsideration and/or review.

MEDICAL RECOBS RULES

I. MEDICAL RECORDS

A. The medi cal record, which documents the patientos
provider and is the basis for determining medical necessity and for substantiating the service(s)
rendered; therefore, failure to submit necessary or adequate documentation to support the services
33



rendered may result in the services being disallowed.

. A medical provider may not charge any fee for completing a medical report or form required by the
MWCC which is part of the required supporting documentation which accompanies a request for
payment. The supporting documentation that is required to substantiate the medical treatment is
included in the fee for service and does not warrant a separate fee as it is incidental to providing medical
care. CPT code 99080 is appropriate for billing special reports beyond those required by this Fee
Schedule and requested by the payer or their representatives.

. Medical records must be legible and include, as applicable:

1. Initial office visit notes which document a history, physical examination, assessment and plan
appropriate to the level of service indicated by the presenting injury/iliness or treatment of the
ongoing injury/illness;

2. Progress notes which reflect patient complaints, objective findings, assessment of the problem, and
plan of care or treatment;

3. Copies of lab, xray, or other diagnostic tests that reflect current progress of the patient and/or
response to therapy or treatment;

4. Physical medicine/occupational therapy progress notesthatre f | ect t he patient ds
treatment/therapy;

5. Operative reports, consultation notes with report, and/or dictated report; and

6. Impairment rating (projected and actual) and anticipated maximum medical improvement (MMI)
date.

. A plan of care should be included in the medical record and should address, as applicable, the following:
The disability;

Degree of restoration anticipated,;

Measurable goals;

Specific therapies to be used;

Frequency and duration of treatments to be provided;

A A

Anticipated return to wor k date; and
7. Projected impairment.

. Health care providers must submit copies of records and reports to payers upon request. Providers can
facilitate the timely processing of claims and payment for services by submitting appropriate

documentation to the payer when requested. Only those records for a specific date of injury are
considerednon-pr i vi |l eged as it relates to a workersd com
privileged to non -work related medical information.

Providers must submit documentation for the following:
1. The initial office visit;

2. A progress report if still treating after thirty (30) days;
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Evaluation for therapy services/treatment (P.T., O.T., C.M.T., O.M.T));

A progress report every thirty (30) days for therapy services/treatment (P.T, O.T., C.M.T., O.M.T.);
An operative report or office note (if done in the office) for a surgical procedure;

A consultation;

The anesthesia record for anesthesia services;

A functional capacity or work hardening evaluation;

© © N o 0 >

When bi IRepnogr tooBy( BR), a description of the servi
an adequate definition or description of the nature, extent, and need for the procedure and the time,
effort, and equipment necessary to provide the service;

10. Whenever amaodifier is used to describe an unusual circumstance; and
11. Whenever the procedure code descriptors include a written report.

G. Hospitals and other inpatient facilities must submit required documentation with the appropriate billing
forms as follows:

1. Admission history and physical;
2. Discharge summary;

Operative reports;

Pathology reports;

Radiology reports;

Consultations;

i A

Other dictated reports; and
8. Emergency room records.

The Health Insurance Portability & Accountability Act (HIPAA) makes important exceptionsconcerning the

di sclosure of protected health information for worker
refer to the MWCC website (mwcc.ms.gov), or consult an attorney and/or the HIPAA resource site maintained by

the U. S. Department of Health and Human Services(http://www.hhs.gov/ocr/privacy/).

Il. COPIES OF RECORDS

A. Outpatient Records. The payer may request additional records or reports from the provider concerning
service or treatment provided to a patient. These additional records and reports will be reimbursed as
follows:

$20.00 for first 20 pages;
$1.00 per page for pages 21-100; and
$0.50 per page for everything thereafter
Thisapplies to copies of microfiche and other electronic media or storage systems.

As provided by MCA 811-1-52(1) (Supp. 2006), as amended, the provider may add ten percent (10%) of
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the total charge to cover the cost of postage and handling, and may charge an additional fifteen dollars
($15.00) for retrieving records stored off the pr

B . Inpatient Records. The payer may request additional records or reports from a facility concerning
inpatient service or treatment provided to a patient. Such reports or records requested by the payer will
be reimbursed as follows:

$20.00 for first 20 pages

$1.00 per page for pages 21-100

$0.50 per page for everything thereafter

This applies to copies of microfiche and other electronic media or storage systems.

There is a maximum reimbursement allowance of one hundred dollars ($100.00) for a particular inpatient
medical record, exclusive of postage, handling and retrieval charges as set forth below. This is per
admission.

As provided by MCA 811-1-52(1) (Supp. 2006), as amended, the provider may add ten percent (10%) of
the total charge to cover the cost of postage and handling, and may charge an additional fifteen dollars
($15.00) for retrieving records stored off the premiseswh er e t he providerds facil

C.Copies of records requested by the patient and/or
reimbursed by the requesting party according to the provisions of this section on additional reports and
records.

D. Documentation submitted by the provider which has not been specifically requested will not be subject
to reimbursement.

E . Health care providers may charge up to ten dollars ($10.00) per image for copying xrays or for
providing copies of x-rays via electronic or other magnetic media. (Copies of film do not have to be
returned to the provider.)

F . Payers, their representatives, and other parties requesting records and reports must be specific in their
requests so as not to place undue demands on provider time for copying records.

G. Providers should respond promptly (within fourteen (14) working days) to requests for additional records
and reports.

H. Records requested by the MWCC will be furnished by the provider without charge to the MWCC.

| . Any additional reimbursement, including copy service vendors, other than specifically set forth above, is
not required, and providers or their vendors will not be paid any additional amounts.

[ll. HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT (HIPAA) ANDWORKERS®
COMPENSATION

HI PAA makes i mportant exceptions concerning the discl
compensation purposes. The United States Department of Health and Human Services, through its Office for

Civil Rights, enforces the HIPAA Law and maintains an informative website with information on HIPAA and its
application to workersd compensation cl ai ms. For addi
(mwcc.ms.gov), or consult an attorney and/or the HIPAA resource sitemaintained by the U. S. Department of

Health and Human Services(htt p://www.hhs.gov/ocr/privacy/).
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DISPUTE RESOLUTION RULES

| . GENERAL PROVISIONS

A. Unresolved disputes over the amount charged for services rendered under the provisions of the Fee
Schedule or over the amount of reimbursement for services rendered under the Fee Schedule may be
appealed to and resolved by the MWCC. Regardless of the date of senice, all changes to the dispute
resolution procedures found in this edition of this section of the Fee Schedule shall be applied retroactively
to all Requests for Resolution of Dispute or other documents filed on or after the effective date of this Fee
Schedule.

B. Reconsideration must be sought by the provider or payer prior to a request for resolution of a dispute being
sent to the MWCC. This provides the payer and provider an opportunity to resolve most concerns in a timely
manner.

C. All communication between parties in dispute will be handled by the MWCC, Cost Containment Division. In
addition, there will be no communication between the parties in dispute and any Peer Reviewer who might
be called upon to assist the MWCC in the resolution of a dispute.

D. In the absence of any agreement between the parties submitted to the MWCC in writing, Requests for
Resolution of Dispute shall not be ruled upon in claims for which the compensability of the underlying injury
is currently disputed or denied by the payer. In the event the parties submit such an agreement, it shall be
subject to the review and approval of the Cost Containment Division, and such agreement shall be
recognized or denied in the sole discretion of the Cost Containment Division and/or the MWCC. Otherwise,
Cost Containment Decisions for Requests for Resolution of Dispute may be held in abeyance pending a final
adjudication and/or admission of compensability by the payer for the underlying injury in the dispute.

| 1 FORMS AND DOCUMENTATION

A.Valid requests for resolution of a dispute must be
form (see the Forms section or http://www.mwcc.ms.gov/#/medicalFeeSchedule) along with the following:

1. Copies of the original and resubmitted bills in dispute that include dates of service, procedure codes,
charges for services rendered and any payment received, and an explanation of any unusual services or
circumstances;

2. EOR including the specific reimbursement;

3. Supporting documentation and correspondence;

4. Specific information regarding contact with the payer; and

5. Any other information deemed relevant by the applicant for dispute resolution.

B. A Request for Resolution of Dispute must be submitted to:

Mi ssissippi Workersd Compensation Commi ssion Cos
1428 Lakeland Drive
P.O. Box 5300

Jackson, MS 392965300
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C. A party, whether payer, provider, or patient, shall certify that a copy of the Request for Resolution of Dispute
and/or the Response to such Request, and any supporting documentation, being filed with the MWCC has
been provided to the other interested parties or their representatives by certified mail simultaneously with
the filing to the MWCC. This requirement shall al® apply when a party files a request seeking review of a
dispute by the MWCC.

[ll. TIME FOR FILING
A Request for Resolution of Dispute must be filed with the MWCC within thirty (30) days following the
payerds or providero6s response to a request for rec
the payer or provider fails to respond to a request for reconsideration, within thirty (30) days of the
expiration of the time in which said response should have been provided. Failure to file a Request for
Resolution of Dispute within this time shall bar any further action on the disputed issue(s) unless, for good
cause shown, theMWCC or its Cost Containment Director extends the time for filing said request. In no event
will a Request for Resolution of Dispute be considered by the Cost Containment Division if submitted more
than one (1) year after the date of service. The decision to extend the time for filing a Request for Resolution
of Dispute based on 0good caused MWCCDbrlits Cost Contaitment el y
Director. Mere neglect wildl not constitute O0good ca

IV. PROCEDURE BY COST CONTAINMENT DIVISION

A. Requests for dispute resoution will be reviewed and decided by the Cost Containment Division of the
MWCC after all required and requested information has been received. Additional time may be required to
accommodate a Peer Review. The payer and/or provider may be contacted by telgphone or other means for
additional information if necessary; however, both parties to a dispute may submit in writing any
information or argument they deem relevant to the issue in dispute, if not already submitted with the
request for dispute resolution, and this information shall be considered by the Cost Containment Division
when rendering a decision. Any written information or argument submitted for consideration by a party to a
dispute, without a request from the MWCC, must be received by the Cost Cortainment Division within
twenty-three (23) days after filing the Request for Resolution of Dispute in order to merit consideration.
Unlike the Request for Resolution of Dispute Form, there is no specific prescribed form for a Response to
such Request.

B. Ever effort should be made by the parties to resolve disputes between themselves by telephone or in
writing even after the filing of a Request for Resolution of Dispute. The payer and provider may be
requested to attend an informal hearing conducted by a MWCC representative. Failure to appear at an
informal hearing may result in dismissal of the Request for Resolution of Dispute. However, no formal
hearing or oral argument shall be allowed unless requested by the Cost Containment Division and/or the
MWCC. Otherwise, Requests for Resolution of Dispute shall be heard and considered solely on the record
provided by the parties in the documentation they have submitted to the Cost Containment Division and
any arguments they have made therein, without any oral argument or formal hearing.

C. Following review of all documentation submitted for dispute resolution and/or following contact with the
payer and/or provider for additional information and/or negotiation, the Cost Containment Division shall
render an administrative decision on the request for dispute resolution and forward it to the involved
parties.

D. Cases involving medical care determination may be referred for peer review, but only on request of the
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MWCC. The peer review consultant will render an opinion and submit same to the MWCC representative
within the time set by the Cost Containment Division. The MWCC representative will notify the parties in
di spute if a Peer Review has been requested, and of

V. MWCC REVIEW OF A DISPUTE

A. Any party aggrieved by the decision of the Cost Containment Division shall have twenty (20) days from the
date of said decision to request review by the MWCC. Unless permitted to appear pro se, all parties
participating in MWCC review of a decision of the Cost Containment Division are required to be represented
by an attorney licensed in Mississippi.

Failure to file a written request for review with the MWCC within this twenty (20) day period shall bar any

further review or action with regard to the issue(s) presented. A decision of the Cost Containment Division

that is not timely appealed shall constitute a final decision of the Full MWCC, with all findings and
determinations of the Cost Containment Director, including the award of penal t i e s , i nterest,
fees and/or expenses, to be considered as having been awarded by the FUIMWCCitself, including any

penalty under Mississippi Code Annotated Section 71-3-59. No extension of time within which to file for

MWCC review of a dispute under these Rules shall be allowed. In the event a request for review is not filed

with the MWCC within twenty (20) days, the parties to the dispute shall have fourteen (14) days thereafter in
which to comply with the final decision of the Cost Conta inment Division.

A party to a dispute may, when a written request for review has not been timely filed with the MWCC, seek
enforcement of payment of that decision pursuant to the terms and time period set forth in Miss issippi
Code Annotated Section 71-3-49. A Final Decision of the Cost Containment Division and/or the MWCC shall
be considered sufficient to allow the payer and/or provider to pursue any and all remedies available to it for
enforcement of payment in default pursuant to Miss issippi Code Annotated Section 71-3-49. No further
action to enforce payment shall be made by the MWCC, nor shall any other document be issued regarding
the dispute unless the MWCCfinds the issuance of such document to be necessary. The payer and/or
provider shall be solely responsible for calculating the interest and penalty owed to it pursuant to the terms
of the Fee Schedule, and any dispute regarding enforcement of payment in default and/or the amount of
interest or penalty due shall be determined by the Court wherein the payer or provider has sought
enforcement pursuant to Mississippi Code Annotated. Section 71-3-49. The same procedure for
enforcement above shall also be applicable to all final decisions of the MWCC in the event the decision of
the Cost Containment Division was timely appealed to the MWCC and a final decision of the MWCC has
been issued.

B. The request for review by the MWCC shall be filed with the Cost Containment Division of the Mississippi
Wor kersd Compensation Commi s s i oethe geumds o whibheghei n  wr i t i
requesting party relies. All documentation submitted to and considered by the Cost Containment Division,
including the Request for Resolution of Dispute form, along with a copy of the decision of the Cost
Containment Division, shall be attached to the request for review which is filed with the MWCC. The party
seeking relief hereunder shall certify that a copy of the request for review and any supporting
documentation being filed with the MWCC has been provided to the other intere sted parties or their
representatives by certified mail simultaneously with the filing to the MWCC. Unlike the Request for
Resolution of Dispute Form, there is no specific prescribed form for a Request forMWCCReview.

C. The MWCC shall review the issue(s) saly on the basis of the documentation submitted to the Cost
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Containment Division. No additional documentation not presented to and considered by the Cost
Containment Division shall be considered by the MWCC on review, unless specifically requested by the
MWCC, and no hearing or oral argument shall be allowed, unless specifically requested by theMWCC.

D. The MWCC shall considerthe request for review and issue a decision.

E. Following the decision of the MWCC, or following the conclusion of the dispute resolution process at any

stage without an appeal to the MWCC, no further audit, adjustment, refund, review, consideration,
reconsideration or appeal with respect to the claim in question by the MWCC may be sought by either party.

. The costs incurred inseeking MWCCreview, or in seeking compliance with an Administrative Decision

rendered by the Cost Containment Director, including reasonable attorney fees, if any, may be assessed to

the party who requested review if t hatanptathetparthwhop o s i
has failed to comply with a prior decision if compliance therewith is ordered by the MWCC. Otherwise, each
party shal/l bear their own costs, including attorne

. If the Cost Containment Director and/or the MWCC determines that a dispute is based on or arises from a
billing error, a payment adjustment or error, including but not limited to improper bundling of service

codes, unbundling, downcoding, code shifting, or other action by either party to the dispute, or if the
MWCC determines that a provider or payer has unreasonably refused to comply with the Law, the Rules of
the MWCC, including this Fee Schedule, or with any decision of theMWCC or its representatives, and that
this causes proceedings with respect to the billing and/or payment for covered medical services to be
instituted or continued or delayed without reasonable grounds, then the MWCC may require the responsible
party or parties, and/or the attorney advising such party or parties, to pay the reasonable expenses,
including attorneyo6s fees, if any, to the opposing
responsible party or parties a civil penalty not to exceed the sum of ten thousand dollars ($10,000.00),
payable to the MWCC as provided in §71-3-59(2) of the Law. The award of costs and penalties as herein
provided shall be in addition to interest and penalty charges which may apply under other provisions of this
Fee Schedule.
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aza\  Mississippi Workers’ Compensation Commission
Request for Resolution of Dispute

(=

INSTRUCTIONS FOR USE
Plzase provide the following information and retum with the required medical records to the address shown below.

A COPY OF THE REQUEST FOR RESOLUTION OF DISPUTE AND ITS CONTENTS MUST BE SENT BY CERTIFIED MAIL
TO THE PAYER.

This dispute is submitted by O Provider O Payer O Cher
Hame

Address

City/Siate/Zip Phone

Contact Person Email

Hame

Address

CityrSiate/Zip Fhone

Claim Mumber Date of Senice
Employer Date of Injury

PAYER INFORMATION

Camier'3ell Ingured Mame

Address

City/StatelZip

Insurance Company Third Party Administrator

Phone Email

Marrative Description of Unresolved Dispute[sﬂ

Please attach copies of the following information regarding this claim:

O Original Bill O Certified Mail Feceipt O Prior Authorzation
O ECBisVEOR(s) O Medical Records/Invoices(s) O Appesl(s]
O ECME including specific reimbursement O Supporting documentation and communication

O Qther pertinent information for revisw of this claim

O Docurrentation to substantiate the reconsideration of the original bill submitied

DO NOT WRITE BELOW - FOR OFFICE USE ONLY

Date Received at MWCC

Date Reviewed by Cost Contaimment Division
MWCC - CCE:

-

Mississippi Workers” Compensation Commission = Cost Containment Division = P.O.Box 5300 = Jackson, MS 39296-3300
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AUTHORIZATION/PRE-CERTIFICATIONRULES

The Mississippi Workersd Compens atthorzationPre roentificaton an r e q L
certain medical services associated with the provision of medical treatment covered under the Act and subject
to the Fe ePrefertfimtibnd érsetoa system for reviewing proposed medical services to make sure
that such procedures are medically necessary and represent the most efficient and appropriate use of medical
resources given the nature of the injury to the patient and the process of hi s or her recovery, and that such
services are properly and timely reimbursed. These rules are set forth to encourage efficient and timely
communication between payers and providers (including agents of either) in order to make sure that medically
necessaryservices are provided and timely reimbursed, and to curtail the use of unnecessary or unreasonable
treatment. The provisions herein set forth regarding pre-certification are in addition to the requirements of
Mississippi Code Annotated (MCA) 84183-1 et seq. (Rev. 2005), as amended, and any regulations adopted
pursuant thereto by the State Department of Health or the State Board of Medical Licensure. In the event of
conflict between this Fee Schedule and the above statutes, and any implementing regulationsadopted by the
Health Department or Board of Medical Licensure, the provisions in this Fee Schedule or other applicable rules
of the MWCC shall control.

A payer may provide for pre-certification by using personnel or units in-house, by contracting with a third party
utilization review agent properly licensed by the MS Department of Health, or by contracting with a Nurse Case
Manager or similar person to monitor the care being provided in person working with the patient and provider.
An injured worker and/o r his or her attorney and any case manager assigned by the payer shall strive to
cooperate with one another for the purpose of ensuring the injured worker receives all of the medically
necessary care needed for the treatment of the injury and the process o recovery. A payer also may exercise
their statutory right to an Employer Medical Evaluation (EME) as provided for in MCA 8§7%13-15(1) (Rev. 2000) in
conjunction with, or in lieu of, ongoing pre-certificationauthorization/pre -certification.

NO DECISION ORDETERMINATION ADVERSE TO A PATIENT OR HEALTH CARE PROVIDER WHICH MAY RESUI
IN THE DENIAL OF PAYMENT, OR IN THE DENIAL OF-RERTIFICATION FOR TREATMENT IN THIS STATE,
SHALL BE MADE WITHOUT THE PRIOR EVALUATION AND CONCURRENCE IN THE ADVERSE DETERMINATIOI
BY A PHYSICIAN CURRENTLY LICENSED TO PRACTICE MEDICINE IN THE STATE OF MISSISSIPPI, AND PROP
TRAINED IN THE SAME SPECIALTY OR SHECIALTY AS THE REQUESTING PROVIDER WHO IS SEEKING
APPROVAL FOR TREATMENT OR SERVICES.

THIS ADVERSE DETERMINATION MUSH BROVIDED WITHIN TWO (2) BUSINESS DAYS EITHER BY TELEPHONE
OR FACSIMILE OR EMAIL, AND IN WRITING WITHIN ONE (1) BUSINESS DAY THEREAFTER, TO THE REQUEST
PROVIDER. ANY SUCH ADVERSE DETERMINATION MUST INCLUDE WRITTEN DOCUMENTATION CONTAININC
THE SPECIFIEVALUATION, FINDINGS AND CONCURRENCE OF THE MISSISSIPPI LICENSED PHYSICIAN
TRAINED IN THE RELEVANT SPECIALTY OR SRIBCIALTY, AND MUST REFERENCE ANY SPECIFIC PROVISIONS
OF THE MI SSI SSI PPI WORKERSG6 COMPENSATI ON MEDI GAHE FEE
ADVERSE DETERMINATION.

ANY ADVERSE DETERMINATION WHICH DOES NOT COMPLY WITH THIS PROVISION SHALL HAVE NO FORCE
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OR EFFECT AND SHALL NOT PREVENT THE PROVIDER FROM PROCEEDING WITH THE PROPOSED TREATM
AND ULTIMATELY BEING REIMBURSED AS THOUGH THE PREP TREATMENT OR SERVICE HAD BEEN
TIMELY APPROVED IN ADVANCE.

IF A PAYER ELECTS TO SEEK AN EME IN LIEAUOHORIZATION/PRECERTIFICATIONTHE INJURED WORKER
AND THE PROVIDER MUST BE NOTIFIED OF THIS ELECTION WITHIN THE SAME TWO (2) DAY PERIOD
APPLICABLEO ADVERSE DETERMINATIONS STATED ABOVE.

I. SERVICES REQUIRINMANDATORY PRECERTIFICATION
A. All elective admissions to inpatient facilities of any type.

B. All elective surgical procedures, inpatient and outpatient. (All surgical or other invasive procedures which are
administered in the context of pain management treatment shall be regulated by the specific guidelines set
forth in the Pain Management section of the Fee Schedule. Only in the event a surgically invasive pain
management procedure is not specifically addressed in the Pain Management guidelines shall the provisions
in this section control.)

C. Pain Management Procedures.Repeat MRI scans, repeat CT Scans, repeat EMG/NCS studies, and repeat
myelograms (meaning more than one such diagnostic procedure which is being prescribed for the same
injury) are subject to mandatory precertificiation, except that where surgery has been performed following
proper approval, the treating physician is entitled to obtain one repeat of the aforementioned diagnostic
procedures post-surgery without having to obtain separate approval for each such procedure. In other
words, surgical cases merit two diagnostic procedures of the kind listed herein without the necessity of pre-
certification provided one procedure occurs prior to surg ical treatment and one procedure occurs post-
surgical treatment. The two diagnostic procedures selected by the treating provider hereunder may be the
same two diagnostic procedures, or any two of the aforementioned procedures.

II. SERVICES THAT MAY REQUIRPRECERTIFICATION

The following medical procedures may require pre-certification by the payer. The payer may, at its discretion,
require review by a utilization review agent. If a utilization review agent is not used, the review must be based
on evidence-based practice standards. Any adverse determination must have concurrence of a physician of the
same specialty and licensed to practice in Mississippi. If the payer requires review by a utilization review agent
and receives an adverse determination, the payer may override the decision and authorize the series(s).

I ®Physcal medicine treatments after andblvisitsand/or 30 daygpostoperatively;

. ®Rental or purchase of supplies or equipment over the amount of $300.00 per item
/ ®Rental or purchase of TENS

5 ®Home health services

9 ®Pain clinic/therapy programs, including interdisciplinary paimabilitation programs
C ®External spinal stimulatoys

D ®Pain control programs

I ®Work hardening programs, functional capacity testing, kB@tic testing

L ®COrthotics orprosthetics

WadPsychological testing/counselifigeatment;
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Y dQubstance abuse program
[ ®PWeight reduction program
a PAnynonemergency medical service outside the State of Mississippi

b ®Repeat MRIrepeat CT scan, repeat EMG/NCS, and repeat myelognane than orte per injuryand/or more
than one postoperatively; and

O. Massage therapy, acupuncture and biofeedback.

[I. DEFINITIONS
For the purpose of this fee schedule the following activities have been defined:

Authorization. An authorization is an approval of medical services by a carrier/payer/employer, usually prior to
service being rendered.

Case Management . The clinical and administrative process in which timely, individualized, and cost effective
medical rehabilitation services are implemented, coordinated, and evaluated, by a nurse, other case manager, or
other utilization reviewer employed by the payer, on an ongoing basis for patients who have sustained an injury
or illness. Use of case management is optional in Mississippi Use state-specific code 9936M for a conference

with workersd®& compensation medical case manager/ cl air

Clinical Peer. A health professional that holds an unrestricted medical or equivalent license and is qualified to
practice in the same or similar specialty as would typically managethe medical condition, procedures, or
treatment under review. Generally, as a peer in a similar specialty, the individual must be in the same profession
(i.e., the same licensure category as the ordering provider).

Clinical Rationale . A statement or other documentation that taken together provides additional clarification of

the clinical basis for a non-certification determination. The clinical rationale should relate the non -certification
determination to the worker ds dmwladd & detailedbasts for deniakoanome n t
certification of the proposed treatment so as to give the provider or patient a sufficient basis for a decision to

pursue an appeal. Clinical rationale must include specific reference to any applicable provisionsof the

Mi ssissippi Workersd Compensation Medical Fee Schedul
reviewer, or a statement attesting to the fact that no such provision(s) exists in the Fee Schedule.

Concurrent Review. Certification or Authori zationr e vi e w conducted during a wor |
of treatment, sometimes called continued stay review.

Discharge Planning. The process of assessing a patientds need f
hospitalization including plans for an appropriate and timely discharge.

Expedited Appeal . An expedited appeal is a request to reconsider a prior determination not to certify imminent
or ongoing services, an admission, an extension of stay, or other medical services of an emergency, imnment, or
ongoing nature.

First Level Clinical Review . Review conducted by a registered nurse, nurse case manager, or other appropriate
licensed or certified health professional. First level clinical review staff may approve requests for admissions,
procedures, and services that meet the standard of medical necessity as defined elsewhere in the Fee Schedule,
but must refer requests that do not meet this medical necessity standard, in their opinion, to second level

clinical peer reviewers for approval or denial.
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Notification . Correspondence transmitted by mail, telephone, facsimile, email, and/or other reliable electronic
means.

Peer Review. A review of any issue related to a claim as requested by another party. (Not usually requested by
the provider.)

Precertification . The review and assessment of proposed medical treatment or services before they occur to
determine if such treatment or services meet the definition of medical necessity as set forth elsewhere in this
Fee Schedule. The appropriateness of the $e or level of care is assessed along with the duration and timing of
the proposed services.

Provider . A licensed health care facility, program, agency, or health professional that delivers health care
services.

Retrospective Review. Authorization review conducted after services have been provided to the worker.

Second Level Clinical Review . Peer review conducted by appropriate clinical peers when the First Level Clinical
Reviewer is unable to determine whether a request for an admissbn, procedure, or service satisfies the standard
of medical necessity as defined elsewhere in this Fee Schedule. A decision to deny, or not certify, proposed
treatment or services, must be supported by the express written evaluation, findings and concurrence of a
physician licensed to practice medicine in the State of Mississippi and properly trained in the same specialty as
the requesting provider.

Standard Appeal . A request by or on behalf of the patient or provider to reconsider a prior decision by the
payer or its utilization review agent to deny proposed medical treatment or service, including but not limited to,
a determination not to certify an admission, extension of stay, or other health care service.

Third Level Clinical Review. Medical necessity review conducted by appropriate clinical peers who were not
involved in the first or second level review when a decision not to certify a requested admission, procedure, or
service has been appealed. The third level peer reviewer must be in the same or likespecialty as the requesting
provider. A decision to deny, or not certify, proposed treatment or services, must be supported by the express
written evaluation, findings and concurrence of a physician licensed to practice medicine in the State of
Mississippi and properly trained in the same specialty as the requesting provider.

Utilization Reviewer. An entity, organization, or representative/person performing authorization/pre -
certification activities or services on behalf of an employer, payer or third-party claims administrator.

Variance. A deviation from a specific standard.

lIl. STANDARDS

Payers providers and their utilization review organizations or programs or agents are required to meet the
following standards:

A. The payero6s ut i | em@usticanply witk the lieemsmg andcertifieaion requirements of
MCA 841-83-1 et seq. (Rev. 2005), as amended, and any regulations adopted pursuant thereto by the State
Department of Health or the State Board of Medical Licensure, and shall have utiliation review personnel,
agents or representatives who are properly qualified, trained, supervised, and supported by explicit clinical
review criteria and review procedures. In no event shall proposed treatment or services be denied except in

accordance with the express provisions stated elsewhere in these Rules and in accordance with MCA §483-
45



31 (Rev. 2009).

. The first level review is performed if the claims adjuster or manager has not already approved the treatment
in question, and is performed by individ uals who are health care professionals, who possess a current and
valid professional license, and who have been trained in the principles and procedures of utilization review.

. The first level reviewers are required to be supported by a doctor of medicine who has an unrestricted
license to practice medicine, and in cases where treatment is being denied or withheld by a utilization
reviewer, this determination must be supported in writing by a physician licensed in Mississippi and trained
in the relevant specialty or sub-specialty, as previously set forth in these Rules.

. The second and third level review is performed by clinical peers who hold a current, unrestricted Mississippi
license to practice in the same or like specialty as the treating physician whoserecommendation is under
review, and are oriented in the principles and procedures of utilization review. The second level review shall
be conducted for all cases where a clinical determination to certify has not already been made by the payer
or p ayentt ahdsthealgermination of medical hecessity cannot be made by first level clinical reviewers.
Second and third level clinical reviewers shall be available within one (1) business day by telephone or other
electronic means to discuss the determination with the attending physicians or other ordering providers. In
the event more information is required before a determination can be rendered by a second or third level
reviewer, the attending/ordering provider must be notified immediately of the delay and gi ven a specific
time frame for determination, and a specific explanation of the additional information needed. A requesting
provider shall not be required to participate in further discussions where the payer or its agents have
unilaterally scheduled such aconference. Further, a request for treatment or service may not be denied
solely on grounds the requesting provider fails to participate in a conference which has been unilaterally
scheduled by the payer or their agent. Follow-up conferences must be arranged by joint agreement.

. The payero6s utilization reviewer shal/l mai ntain all
information, including any and all reports, data, studies, etc., along with written policies and procedures for

the effective management of its authorization/pre -certification activities, which shall be made available to

the provider, or the Commission, upon request.

The payer maintains the responsibility for the oversight of the delegated functions if the payer delegates
authorization/pre -certification responsibility to a vendor. The vendor or organization to which the function is
being delegated must be currently certified by the Mississippi Board of Health, Division of Licensure and
Certification to perform utilization man agement in the State of Mississippi. A copy of the license or
certification held by the utilization review agent shall be furnished to the provider, or to the Commission,
upon request. The payer who has another entity perform authorization/pre -certification functions or
activities on its behalf maintains full responsibility for compliance with the rules.

. The payerds utilization reviewer shal/l mai ntain a t
staff at a toll free number from at least 9:00 a.m. to 5:00 p.m. CT each normal business day. There should be

an established procedure for receiving or redirecting calls after hours or receiving faxed or electronic
requests. Reviews should be conducted dnabldandgormad s pi t
business hours.

. The payerds wutilization reviewer shall collect only
procedure or treatment, length of stay, frequency, and duration of services. The utilization reviewer should

have a process to share all clinical and demographic information on individual workers among its various

clinical and administrative departments to avoid duplicate requests to providers.
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I.  Providers must submit a request to the payer using the MWCC Request for Autholization/Pre-certification.
(A copy of this form is provided in the forms section of this fee schedule.)

IV. PROCEDURES FOR REVIEW DETERMINATIONS
The following procedures are required for effective review determination.

A. Initial review determinations must be made within two (2) business days of receiptoft he tr eati ng |
records and other necessary information on a proposed non-emergency admission or service requiring a
review determination. Receipt of necessary nformation may necessitate a discussion with the attending
physician and may involve a completed second level clinical review. In the case of determinations made by
a specialist conducting a second level clinical review as defined under the AuthorizationPre-
CertificatonRul es of the Fee Schedule, the two (2) day pe
completed second opinion review from the second level clinical reviewer. Second level clinical review is not
an Empl oyer ds MdNKE).dneah EMEytlelemployee ie examined. In contrast, a second level
clinical review as defined under the Fee Schedule does not include an inperson examination of the
employee. An EME conducted in lieu of pre-certification is governed by other provision s of the
Authorization/Pre -Certification Rules of the Fee Schedule, Miss. Code Ann. Section #8-15, and Miss. Work.
Comp. Com. General Rule 1.9. In cases where an EME is conducted in lieu of pieertification, the payer must
notify the provider and the in jured worker of its election to obtain an EME within the same (2) day period
applicable to initial review determinations that begins once the payer has received the necessary
information. However, in that instance, collection of the necessary information will not include the opinion
of a second level clinical reviewer because no second level clinical reviewer will be used. Rather, the EME is
elected in lieu of any further pre -certification. TheMi s si ssi ppi Wor k @mmidsiorCRequpse n s a
for Author ization/pre - certification of Medical Treatment form may be used to request authorization/pre -
certification.

B. When an initial determination is made to certify, notification shall be provided promptly, at least within one
(1) business day or before the servi@ is scheduled, whichever first occurs, either by telephone or by written
or electronic notification to the provider or facility rendering the service. If an initial determination to certify
is provided by telephone, a written notification of the determina tion shall be provided within two (2)
business days thereafter. The written notification shall include the number of days approved, the new total
number of days or services approved, and the date of admission or onset of services.

C. When a determination is made not to certify, notification to the attending or ordering provider or facility
must be provided by telephone or electronic means within one (1) business day followed by a written
notification within one (1) business day thereafter. The written notification must include the principal
reason/clinical rationale for the determination not to certify, including specific reference to any provision of
this Fee Schedule relied upon by the reviewer, and instructions for initiating an appeal and/or
reconsideration request.

D. The payer or its review agent shall inform the attending physician and/or other ordering provider of their
right to initiate an expedited appeal in cases involving emergency or imminent care or admission, or a
standard appeal, as the case may pemit, of a determination not to certify, and the procedure to do so.

1. Expedited appeaii When an initial determination not to certify a health care service is made prior to or
during an ongoing service requiring imminent or expedited review, and the attending physician believes
that the determination warrants immediate appeal, the attending physician shall have an opportunity to
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appeal that determination over the telephone or by electronic mail or facsimile on an expedited basis
within one (1) business day.

a. Ead private review agent shall provide for prompt and expeditious access to its consulting
physician(s) for such appeals.

b. Both providers of care and private review agents should attempt to share the maximum information
by phone, fax, or otherwise to resolve the expedited appeal (sometimes called a reconsideration
request) satisfactorily.

c. Expedited appeals, which do not resolve a difference of opinion, may be resubmitted through the
standard appeal process, or submitt e¢dontdirimengct | y t
Division as a Request for Resolution of Dispute. A disagreement warranting expedited review or
reconsideration does not have to be resubmitted to the payer or utilization review agent through the
standard appeal process unless the requestingprovider so wishes.

Standard appealii A standard appeal will be considered as a request for reconsideration, and notification
of the appeal decision given to the provider, not later than twenty (20) calendar days after receiving the
required documentation fo r the appeal.

a. An attending physician who has been unsuccessful in an attempt to reverse a determination not to
certify treatment or services must be provided the clinical rationale for the determination along with
the notification of the appeal decision.

Retrospective reviewi For retrospective review, the review determination shall be based on the medical
information available to the attending or ordering provider at the time the medical care was provided,
and on any other relevant information regardless of whether the information was available to or
considered by the provider at the time the care or service was provided. Retrospective review is not
optional or conducted solely at the discretion of the review agent. A request for review and approval of
services already provided must be handled by the payer or its utilization reviewer in the same manner
any other request for approval of services is handled.

a. When there is retrospective determination not to certify an admission, stay, or other service, the
attending physician or other ordering provider and hospital or facility shall receive written
notification, or notification by facsimile or electronic mail, within twenty (20) calendar days after
receiving the request for retrospective review and all necessary and supporting documentation.

b. Natification should include the principal reasons for the determination and a statement of the
procedure for standard appeal if the determination is adverse to the patient.

Emergency admissions or surgical procedure§i Emergencyadmissions or surgical procedures must be
reported to the payer by the end of the next business day. Retrospective review activities will be
performed following emergency admissions, and a continued stay review may be initiated.

a. If alicensed physician certifies in writing to the payer or its agent or representative within seventy-
two (72) hours of an admission that the injured worker admitted was in need of emergency
admission to hospital care, such shall constitute a prima facie case for the medical necessity of the
admission. An admission qualifies as an emergency admission if it results from a sudden onset of
illness or injury which is manifested by acute symptoms of sufficient severity that the failure to admit
to hospital care could reasonably result in (1) serious impairment of bodily function(s), (2) serious or
permanent dysfunction of any bodily organ or part or system, (3)permanent |l y pl aci ng t
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health in jeopardy, or (4) other serious medical consequence.

b. To overcome a prima facie case for emergency admission as established above, the utilization
reviewer must demonstrate by clear and convincing evidence that the patient was not in need of an
emergency admission.

. Failure of the health care provider to provide necessary information for review, after being specifically
requested to do so by the payer or its review agent in detail, may result in denial of certification and/or
reimbursement.

. When a payer and provider have completed the authorization/pre -certification appeals process and cannot

agree on a resolution to a dispute, either party, or the patient, can appeal to the Cost Containment Division
ofthe Mi ssi ssi ppi Workersd Compensation Commission, an
Dispute Resolution Form adopted by the Commission. A request for resolution of a authorization/pre -

certification dispute should be filed with the Commission wi thin twenty (20) calendar days following the
conclusion of the underlying appeal process provided by the payer or its utilization reviewer. The

Commission shall consider and decide a request for resolution of aauthorization/pre -certification dispute in
accordance with the Dispute Resolution Rules provided elsewhere in this Fee Schedule.

. Failure of a payer or its utilization review agent to timely notify the provider of a decision whether to certify
or approve an admission, procedure, service or other treatment shall be deemed to constitute approval by
the payer of the requested treatment, and shall obligate the payer to reimburse the provider in accordance
with other applicable provisions of this Fee Schedule should the provider elect to proceed with the
proposed treatment or service. Timely notification means notification by mail, facsimile, electronic mail, or
telephone, followed by written notification, to the provider, within the applicable time periods set forth in
these Authorization/Pre -Certification Rules.

. Upon request of the provider, or the Commission, a payer and/or the review agent must furnish a copy of
the license or certification obtained from the State Department of Health, along with all supporting
documentation, reports, data, studies, etc.,which authorizes the reviewer to engage in authorization/pre -
certification activities in the State of Mississippi. The Commission may, likewise, obtain this information
unilaterally from the Mississippi Department of Health pursuant to an agreement with t hat Agency.

Upon a finding by the Commission or an Administrative Judge that a payer, and/or their review agent, has
unreasonably delayed a claim without reasonable grounds within the meaning of §71-3-59 of the Law,
penalties pursuant to MCA §71-3-59 (Rev.2000) may be assessed against the payer.

Any payer electing to obtain an Employer Medical Evaluation (EME) pursuant to MCA 8§713-15(1) must do

so without unreasonable delay. With respect to an EME sought after the filing of a motion to compel

medical treatment by a claimant, failure by the payer to obtain and submit the EME report to the claimant

and the Commission within 45 days of the c¢cl ai mant ds
unreasonable delay. Counsel for both parties may agree to extendthe forty -five-day (45-day) limitation, or

the Administrative Judge may extend the forty -five-day (45-day) limitation at his or her discretion. The forty -
five-day (45-day) limitation does not apply to experts selected by the agreement of both parties to r ender a
second opinion. If an Administrative Judge or the Commission finds that a payer has demonstrated

unreasonable delay in seeking or obtaining an EME, regardless of whether a motion to compel medical

treatment has been filed, such a findingmay resulti n t he i mposi tion of penalti
expenses pursuantto MCA8723-59 and/ or waiver of the payerdos righ

Nothing provided herein shall estop or prevent the patient from obtaining legal counsel and/or seeking
49



relief in the form of a request to compel medical treatment before an Administrative Judge.
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(Tamay Mississippi Workers’ Compensation Commission
s~/ Request for Authorization/Pre-Certification of Medical Treatment
Request Date:

The uze of this form is required under the provisions of the Misaissippi Workers’ Compenaation Commiasion Fee Schedule.

Section 1: General Information

Employes Mame Requesting Provider

Aodress Providar Biling Address

City Siale Iio City Siate Zig
Home Phane \Wioek Phone Shane Fax

Dte iof Erth Emai

Diate of Injury Claim Mumiar

MEWENCE Camier Claims AdminstratonAdster

Biling Address Friang Fax

City Se Iio Emai

Section 2- Authorization Requested f Medical Mecessity (To be completed by healthcare provider)

Indicate the type of service for which you are requesting prier authorization/pre-certification.

o Inpatient — Cufpatient o Home Health oTherapy o Pharmacy o Durable Medical Equipment = DCiagnostic Testing

= Other:

Diagnosis CPT/ORG Code ICDOSM Coda
Requested Procedure/Treatment ICD Code

Proposed Date of ProcedureTreatment Name of Facility

Fatiity Address City State Jp

Required information included with Request for Authorization/Pre-cerification:

= History o Physical Findings o All Pertinent Clinical Documentation

o Other

o Test ! Imaging Reports

| heraby caify that thi= form and required information was o Mailed o Emailed o Faxed i the camierfinsurer on this date:

Signature of Healthcare Provider

Printed Name

Section 3: Response of Carrier/insurer

Procedure/Treatment!/Admission is O Authorized = Denied {Attach ary explanation or addifional information for dacizion.)
Presuthanization Mumber (if indicaied) Ciate Completed

Printed Kame Signature

Official Titke

| CERTIFY THAT THIS REQUEST WAS SENT TO:

SUBMITTED BY: Mai
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MODIFIER AND CODE RULES

Thissection of the Mississippi Wor keindudes&oompiete issngdfi on Me
appropriate modifiers for use with CPTand HCPCS codes.

A. Modifiers must be used by providers to identify procedures or services that are modified due to specific
circumstances.

B. When modifier 22 is used to report an increased service, a report explaining the medical necessity of the
situation must be submitted with the claim to the payer. It is not appropriate to use modifier 22 for routine
billing. When appropriate, the Mississippi Workers?od
modifier 22 is one hundred twenty percent (120%) of the maximum reimbursement allowance.

C. The use of modifiers does not imply or guarantee that a provider will receive reimbursement as billed.
Reimbursement for a modified service or procedure is based on documentation of medical necessity and
determined on a case-by-case basis.

D. Modifiers allow health care providers to indicate that a service was altered in some way from the stated
description without actually changing the definition of the service.

|. MODIFIERS FOR CPT CODES

Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When
applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the usual
procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple modifiers code
99 after the procedure code to indicate that two or more modifiers will follow.

22 Increased Procedural Services
When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial
additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
procedure, severity of patent 6 s condi ti on, physical and mental eff
not be appended to an E/M service.

Mississippi guideline: A report explaining the medical necessity of the situation must be submitted with the
claim to the payer. By definition, this modifier would be used in unusual circumstances only and is not
appropriate to use for billing of routine procedures Use of this modifier does not guarantee additional
reimbursement. When appropriate, the Fee Schedule reimbursement for modifie24s one hundred twenty
percent (120%) of the maximum allowable reimbursement.
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23 Unusual Anesthesia
Occasionally, a procedure, which usually requires either no anesthesia or local anesthesia, because of
unusual circumstances must be done under general anesthesia. This circumstance may be reported by
adding modifier 23 to the procedure code of the basic service.

24 Unrelated Evaluation and Management Services by the Same Physician or Other Qualified Health
Care Professional During a Postoperative Period

The physician or other qualified health care professional may need to indicate that an evaluation and
management service was performed during a postoperative period for a reason(s) unrelated to the original
procedure. This circumstance may be reported by alding modifier 24 to the appropriate level of E/M
service.

25 Significant, Separately Identifiable Evaluation and Management Service by the Same Physician or
Other Qualified Health Care Professional on the Same Day of the Procedure or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was
performed, the patientds condition required a sighni
beyond the other service provided or beyond the usual pre operative and postoperative care associated with
the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of E/M
service). The E/M service may be prompted by the symptom or condition for which the procedure and/or
service was provided. As such, different diagnoses ag not required for reporting of the E/M services on the
same date. This circumstance may be reported by adding modifier 25 to the appropriate level of E/M
service. Note: This modifier is not used to report an E/M service that resulted in a decision to perform
surgery. See modifier 57. For significant, separately identifiable norE/M services, see modifier 59.

26 Professional Component
Certain procedures are a combination of a physician or other qualified health care professional component
and a technical component. When the physician or other qualified health care professional component is
reported separately, the service may be identified by adding modifier 26 to the usual procedure number.

Mississippi guideline: The professional componemaximum allowable reimbursement islisted in the PC
Amount column of the Fee Schedule

TC Technical Component (HCPCS Modifier)
Certain procedures are a combination of a professional component and a technical component. When the
technical component is reported separately, the service may be identified by adding modifier TC to the usual
procedure number. Technical component charges are institutional charges and not billed separately by
physicians.

Mississippi guideline: The technical componennhaximum allowable reimbursementis listed in the TC Amount
column of the Fee Schedule.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

47 Anesthesia by Surgeon
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Regional or general anesthesia provided by the surgeon may be reported by adding modifier 47 to the basic
service. (This das not include local anesthesia.) Note: Modifier 47 would not be used as a modifier for the
anesthesia procedures.

Mississippi guideline: Reimbursement is made for base units only for anesthesia codes 00i@099.

Bilateral Procedure
Unless otherwise dentified in the listings, bilateral procedures that are performed at the same session,
should be identified by adding modifier 50 to the appropriate 5 digit code.

Mississippi guideline: This modifier is reimbursed at fifty percent (50%) of the maximum ahvable
reimbursement, unless the procedure is included in the Pain Management section, where this modifier is
reimbursed at twenty-five percent (25%) of the maximum allowable reimbursement.

Multiple Procedures

When multiple procedures, other than E/M Services, physical medicine and rehabilitation services, or
provision of supplies (eg, vaccines), are performed at the same session by the same individual, the primary
procedure or service may be reported as listed. The additional procedure(s) or service(sjnay be identified
by appending modifier 51 to the additional procedure or service code(s). Note: This modifier should not be
appended to deosnidgncactdeeds O(asdede Appendi x D).

Mississippi guideline: This modifier should not be appended to designatalimo di f i er 51 exempt

specified in the Fee Schedule. Services with modifier 51 are reimbursed at fifty percent (50%) of thaximum
allowable reimbursement, unless the procedure is included in the Pain Management section, where this
modifier is reimbursed at twenty-five percent (25%) of the maximum allowable reimbursement.

Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the discretion of the
physician or other qualified health care professional. Under these circumstances the service provided can be
identified by its usual procedure number and the addition of modifier 52, signifying that the service is
reduced. This provides a means of reporting reduced services without disturbing the identification of the
basic service.Note: For hospital outpatient reporting of a previously scheduled procedure/service that is
partially reduced or cancelled as a result of extenuating circumstances or those that threaten the well being
of the patient prior t o or after administration of anesthesia, see modifiers 73 and 74 (see modifiers approved
for ASC hospital outpatient use).

Discontinued Procedure

Under certain circumstances the physician or other qualified health care professional may elect to terminate
a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the well being
of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was started but
discontinued. This circumstance may be reprted by adding maodifier 53 to the code reported by the
individual for the discontinued procedure. Note: This modifier is not used to report the elective cancellation
of a procedure prior to the patient &s atheoperating suitea
For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously scheduled
procedure/service that is partially reduced or cancelled as a result of extenuating circumstances or those
that threaten the well being of the patient prior to or after administration of anesthesia, see modifiers 73

and 74 (see modifiers approved for ASC hospital outpatient use).
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Surgical Care Only

When 1 physician or other qualified health care professional performs a surgical procedure and another
provides preoperative and/or postoperative management, surgical services may be identified by adding
modifier 54 to the usual procedure number.

Mississippi guideline: The maximum allowable reimbursement for this modifier i80 percent of the total value
of the surgery.

Postoperative Management Only

When 1 physician or other qualified health care professional performed the postoperative management and
another performed the surgical procedure, the postoperative component may be ident ified by adding
modifier 55 to the usual procedure number.

Mississippi guideline: The maximum allowable reimbursement for this modifier i20 percent of the total value
of the surgery.

Preoperative Management Only

When 1 physician or other qualified health care professional performed the preoperative care and
evaluation and another performed the surgical procedure, the preoperative component may be identified by
adding modifier 56 to the usual procedure number.

Decision for Surgery
An evaluation and management service that resulted in the initial decision to perform the surgery may be
identified by adding modifier 57 to the appropriate level of E/M service.

Staged or Related Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

It may be necessary to indicate that the performance of a procedure or service during the postoperative
period was: (a) planned or anticipated (staged); (b) more extensive than the original procedure; or (c) for
therapy following a surgical procedure. This circumstance may be reported by adding modifier 58 to the
staged or related procedure. Note: For treatment of a problem that requires a return to the
operating/procedure room, (eg, unanticipated clinical condition), see modifier 78.

Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non -E/M services performed on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are not normally reported together, but are appropriate
under the circumstances.Documentation must support a different session, different procedure or surgery,
different site or organ system, separate incision/excision, separate lesion, or separate injury (or area of injury
in extensive injuries) not ordinarily encountered or performed on the same day by the same individual.
However, when another already established modifier is appropriate, it should be used rather than modifier
59. Only if no more descriptive modifier is available, and the use of modifier 59 best explains the
circumstances, should modifier 59 be used. Note: Modifier 59 should not be appended to an E/M service. To
report a separate and distinct E/M service with a non-E/M service performed on the same date, see modifier
25.

See also Level Il (HCPCS/National) Modifiers listing.
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62 Two Surgeons
When two surgeons work together as primary surgeons performing distinct part(s) of a procedure, each
surgeon should report his/her distinct operative work by adding modifier 62 to the procedure code and any
associated add-on code(s) for that procedure as long as both surgeons continue to work together as
primary surgeons. Each surgeonshould report the co -surgery once using the same procedure code. If
additional procedure(s) (including add-on procedure(s)) are performed during the same surgical session,
separate code(s) may also be reported with modifier 62 added. Note: If a co-surgeon acts as an assistant in
the performance of additional procedure(s), other than those reported with the modifier 62, during the same
surgical session, those services may be reported using separate procedure code(s) with modifier 80 or
modifier 82 added, as appropriate.

Mississippi guideline: This modifier is reimbursed at one hundred fifty percent (150%) of the maximum
allowable reimbursement divided equally between the two cesurgeons.

66 Surgical Team
Under some circumstances, highly complex procedures (equiring the concomitant services of several
physicians or other qualified health care professionals, often of different specialties, plus other highly skilled,
specially trained personnel, various typesgiodalcotmpad
concept. Such circumstances may be identified by each participating individual with the addition of modifier
66 to the basic procedure number used for reporting services.

77 Repeat Procedure by Another Physician or Other Qualified Health Care Professional
It may be necessary to indicate that a basic procedure or service was repeated by another physician or other
gualified health care professional subsequent to the original procedure or service. This circumstance may be
reported by adding modifi er 77 to the repeated procedure or service. Note: This modifier should not be
appended to an E/M service.

78 Unplanned Return to the Operating/Procedure Room by the Same Physician or Other Qualified
Health Care Professional Following Initial Procedure for a Related Procedure During the
Postoperative Period
It may be necessary to indicate that another procedure was performed during the postoperative period of
the initial procedure (unplanned procedure following initial procedure). When this procedure is rel ated to
the first, and requires the use of an operating/procedure room, it may be reported by adding modifier 78 to
the related procedure. (For repeat procedures, see modifier 76.)

79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care Professional
During the Postoperative Period
The individual may need to indicate that the performance of a procedure or service during the postoperative
period was unrelated to the original procedure. This circumstance may be reported by using modifier 79.
(For repeat procedures on the same day, see modifier 76.)

76 Repeat Procedure or Service by Same Physician or Other Qualified Health Care Professional
It may be necessary to indicate that a procedure or service was repeated by the same physiian or other
gualified health care professional subsequent to the original procedure or service. This circumstance may be
reported by adding modifier 76 to the repeated procedure or service. Note: This modifier should not be
appended to an E/M service.
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79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care Professional
During the Postoperative Period

The individual may need to indicate that the performance of a procedure or service during the postoperative
period was unrelated to the original procedure. This circumstance may be reported by using modifier 79.
(For repeat procedures on the same day, see modifier 76.)

80 Assistant Surgeon
Surgical assistant services may be identified by adding modifier 80 to the usual procedure number(s).

Mississippi guideline: Reimbursement is twenty percent (20%) of the maximum allowable reimbursement.

81 Minimum Assistant Surgeon
Minimum surgical assistant services are identified by adding modifier 81 to the usual procedure number.

Mississippi guideline: Reimbursement is ten percent (10%) of the maximum allowable reimbursement.

82 Assistant Surgeon (when qualified resident surgeon not available)
The unavailability of a qualified resident surgeon is a prerequisite for use of modifier 82 appended to the
usual procedure code number(s).

90 Reference (Outside) Laboratory
When laboratory procedures are performed by a party other than the treating or reporting physician or
other qualified health care professional, the procedure may be identified by adding modifier 90 to the usual
procedure number.

91 Repeat Clinical Diagnostic Laboratory Test
In the course of treatment of the patient, it may be necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory test
performed can be identified by its usual procedure number and the addition of modifier 91. Note: This
modifier may not be used when tests are rerun to confirm initial results; due to testing problems with
specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is
required. This modifier may not be used when other code(s) describe a series of test results (eg, glucose
tolerance tests, evocative/syppression testing). This modifier may only be used for laboratory test(s)
performed more than once on the same day on the same patient.

92 Alternative Laboratory Platform Testing
When laboratory testing is being performed using a kit or transportable inst rument that wholly or in part
consists of a single use, disposable analytical chamber, the service may be identified by adding modifier 92
to the usual laboratory procedure code (HIV testing 86701886703, and 87389). The test does not require
permanent dedicated space; hence by its design may be hand carried or transported to the vicinity of the
patient for immediate testing at that site, although location of the testing is not in itself determinative of the
use of this modifier.

95 Synchronous Telemedicine Service Rendered Via a Real-Time Interactive Audio and Video
Telecommunications System

Synchronous telemedicine service is defined as a realtime interaction between a physician or other qualified
health care professional and a patient who is located at a distant site from the physician or other qualified
health care professional. The totality of the communication of information exchanged between the physician

or other qualified health care professional and the patient during the course of the synchronous
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telemedicine service must be of an amount and nature that would be sufficient to meet the key components
and/or requirements of the same service when rendered via a faceto-face interaction. Modifier 95 may only
be appended to the services listed in Appendix P. Appendix P is the list of CPT codes for services that are
typically performed face-to-face, but may be rendered via a reattime (synchronous) interactive audio and
video telecommunications system.

99 Multiple Modifiers
Under certain circumstances 2or more modifiers may be necessary to completely delineate a service. In
such situations, modifier 99 should be added to the basic procedure and other applicable modifiers may be
listed as part of the description of the service.

AA Anesthesia Services Performed Personally by Anesthesiologist (HCPCS Modifier)
Report modifier AA when the anesthesia services are personally performed by an anesthesiologist.

AD Medical Supervision by a Physician: More Than Four Concurrent Anesthesia Procedures (HCPCS
Modifier)

Report modifier AD when the anesthesiologist supervises more thanfour concurrent anesthesia procedures.

AS Physician Assistant, Nurse Practitioner, or Clinical Nurse Specialist Services for Assistant at
Surgery (HCPCS Modifier)

Assistant atsurgery services provided by another qualified individual (e.g., physician assistant, nurse
practitioner, clinical nurse specialist, registered nurse first assistant) and not another physician are identified
by adding modifier AS to the listed applicable surgical procedures. Modifier AS may be appended to any
code identified as appropriate for surgical assistance in this Fee Schedule.

Mississippi guideline: Modifier AS reimbursement is ten percent (10%) of the maximum all@ale
reimbursement . For assistant at surgery services provided by a physician, see modifiers 80, 81, and 82.

M1 Nurse Practitioner (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services were rendered or
provided by a nurse practitioner.

M2 Physician Assistant (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services were rendered or
provided by a physician assistant.

M3 Physical or Occupational Therapist Assistant (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services were rendered or
provided by either a physical therapist assistant or an occupational therapist assistant.

M4 CARF Accredited (Mississippi Modifier)
This modifier should be used in conjunction with CPT code 97799 to indicate chronic pain treatment being
administered by a CARF accredited provider as part of a preapproved interdisciplinary pain rehabilitation
program.

M5 Chronic Pain Treatment (Mississippi Modifier)
This modifier should be used only in conjunction with CPT code 97799 to indicate chronic pain treatment
administered as part of a pre-approved interdisciplinary pain rehabilitation program.
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QK Medical Direction of 2, 3, or 4 Concurrent Anesthesia Procedures Involving Qualified Individuals
(HCPCS Modifier)

Report modifier QK when the anesthesiologist supervises 2, 3, or 4 concurrent anesthesia procedures
involving qualified individuals.

QX CRNA Service with Medical Diréon by a PhysicianRegional or general anesthesia provided by a CRNA
service with medical direction by a physician may be reported by adding modifier QX.

QY Medical Direction of One Certified Registered Nurse Anesthetist by an Anesthesiologist (HCPCS
Modifier)
Report modifier QY when the anesthesiologist supervises one qualifiedcertified regi anesthetist.

QZ CRNA Service Without Medical Direction by a Physician
Report modifier QZ with an appropriate CPT code when all anesthesia services are performed bya CRNA.

Mississippi guideline: ModifierQZ reimbursement iseighty percent 80%) of the maximum allowable
reimbursement.

Il. MODIFIERS APPROVED FOR AMBULATORY SURGERY CENTER (A3Gp HOSPITAL
OUTPATIENT USE

This section contains a list of modifiers used with ambulatory surgery center and hospital -based outpatient
services.

25 Significant, Separately Identifiable Evaluation and Management Service by the Same Physician or
Other Qualified Health Care Professional on the Same Day of the Procedure or Other Service
It may be necessary to indicate that on the day a procedure or service identified by a CPT code was
performed, the patientds condition required a signi
beyond the other service provided or beyond the usual preoperative and postoperative care associated with
the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respe ctive E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of E/M
service) The E/M service may be prompted by the symptom or condition for which the procedure and/or
service was provided. As sich, different diagnoses are not required for reporting of the E/M services on the
same date. This circumstance may be reported by adding modifier 25 to the appropriate level of E/M
service. Note: This modifier is not used to report an E/M service that resulted in a decision to perform
surgery. See modifier 57. For significant, separately identifiable norE/M services, see modifier 59.

27 Multiple Outpatient Hospital E/M Encounters on the Same Date
For hospital outpatient reporting purposes, utilization of hospital resources related to separate and distinct
E/M encounters performed in multiple outpatient hospital settings on the same date may be reported by
adding modifier 27 to each appropriate level outpatient and/or emergency department E/M code(s). This
modifier provides a means of reporting circumstances involving evaluation and management services
provided by physician(s) in more than one (multiple) outpatient hospital setting(s) (eg, hospital emergency
department, clinic). Note: This modifier is not to be used for physician reporting of multiple E/M services
performed by the same physician on the same date. For physician reporting of all outpatient evaluation and

management services provided by the same physician on the same date and performed in multiple
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outpatient setting(s) (eg, hospital emergency department, clinic), see Evaluation and Management,
Emergency Department, or Preventive Medicine Services codes.

Bilateral Procedure
Unless otherwise identified in the listings, bilateral procedures that are performed at the same session,
should be identified by adding modifier 50 to the appropriate five -digit code.

Mississippi guideline: This modifier is reimbursed at fifty percent (50%) of thmaximum allowable
reimbursement, unless the procedure is icluded in the Pain Management section, where this modifier is
reimbursed at twenty-five percent (25%) of the maximum allowable reimbursement.

Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at thediscretion of the
physician or other qualified health care professional. Under these circumstances the service provided can be
identified by its usual procedure number and the addition of modifier 52, signifying that the service is
reduced. This provides ameans of reporting reduced services without disturbing the identification of the
basic service. Note: For hospital outpatient reporting of a previously scheduled procedure/service that is
partially reduced or cancelled as a result of extenuating circumstances or those that threaten the well-being
of the patient prior to or after administration of anesthesia, see modifiers 73 and 74.

Staged or Related Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

It may be necessary to indicate that the performance of a procedure or service during the postoperative
period was: (a) planned or anticipated (staged); (b) more extensive than the original procedure; or (c) for
therapy following a diagnost ic surgical procedure. This circumstance may be reported by adding modifier 58
to the staged or related procedure. Note: For treatment of a problem that requires a return to the
operating/procedure room (eg, unanticipated clinical condition), see modifier 78.

Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non -E/M services performed on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are not normally reported together, but are appropriate
under the circumstances.Documentation must support a different session, different procedure or surgery,
different site or organ system, separate incision/excision, searate lesion, or separate injury (or area of injury
in extensive injuries) not ordinarily encountered or performed on the same day by the same individual.
However, when another already established modifier is appropriate, it should be used rather than modifier
59. Only if no more descriptive modifier is available, and the use of modifier 59 best explains the
circumstances, should modifier 59 be used. Note: Modifier 59 should not be appended to an E/M service. To
report a separate and distinct E/M service with a non-E/M service performed on the same date, see modifier
25. See also Level Il (HCPCS/National) Modifiers listing.

Discontinued Out-Patient Hospital/Ambulatory Surgery Center (ASC) Procedure Prior to the
Administration of Anesthesia

Due to extenuating circumstances or those that threaten the well being of the patient, the physician may
cancel a surgical or diagnhostic procedure subsequen
sedation when provided, and being taken to the room where the procedure is to be performed), but prior to

the administration of anesthesia (local, regional block(s) or general). Under these circumstances, the
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intended service that is prepared for but cancelled can be reported by its usual procedure number and the
addition of modifier 73. Note: The elective cancellation of a service prior to the administration of anesthesia
and/or surgical preparation of the patient should not be reported. For physician reporting of a discontinued
procedure, see modifier 53.

Discontinued Out-Patient Hospital/Ambulatory Surgery Center (ASC) Procedure After Administration
of Anesthesia

Due to extenuating circumstances or those that threaten the well-being of the patient, the physician may
terminate a surgical or diagnostic procedure after the administration of anesthesia (local, regional block(s),
general) or after the procedure was started (incision made, intubation started, scope inserted, etc). Under
these circumstances, the procedure started but terminated can be reported by its usual procedure number
and the addition of modifier 74. Note: The elective cancellation of a service prior to the administration of
anesthesia and/or surgical preparation of the patient should not be reported. For physician reporting of a
discontinued procedure, see modifier 53.

Repeat Procedure or Service by Same Physician or Other Qualified Health Care Professional

It may be necessary to indicate that a procedure or service was repeated by the same physician or other
gualified health care professional subsequent to the original procedure or service. This circumstance may be
reported by adding modifier 76 to the repeated procedure or service. Note: This modifier should not be
appended to an E/M setrvice.

Repeat Procedure by Another Physician or Other Qualified Health Care Professional

It may be necessary to indicate that a basic procedure or service was repeated by another physician or other
gualified health care professional subsequent to the original procedure or service. This circumstancemay be
reported by adding modifier 77 to the repeated procedure or service. Note: This modifier should not be
appended to an E/M service.

Unplanned Return to the Operating/Procedure Room by the same Physician or Other Qualified
Health Care Professional Following Initial Procedure for a Related Procedure During the
Postoperative Period

It may be necessary to indicate that another procedure was performed during the postoperative period of
the initial procedure (unplanned procedure following initial procedure). When this procedure is related to
the first, and requires the use of an operating/procedure room, it may be reported by adding modifier 78 to
the related procedure. (For repeat procedures, see modifier 76.)

Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care Professional
During the Postoperative Period

The individual may need to indicate that the performance of a procedure or service during the postoperative
period was unrelated to the original procedure. This circumstance may be reported by using modifier 79.
(For repeat procedures on the same day, see modifier 76.)

Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory test
performed can be identified by its usual procedure number and the addition of modifier 91. Note: This
modifier may not be used when tests are rerun to confirm initial results; due to testing problems with
specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is
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required. This modifier may not be used when other code(s) describe a series of test resultseg, glucose
tolerance tests, evocative/suppression testing). This modifier may only be used for laboratory test(s)
performed more than once on the same day on the same patient.

[ll. MODIFIERS FOR HCPCS CODES
This section contains a list of modifiers that are commonly used with HCPCS DME codes.

AU Item Furnished in Conjunction with a Urological, Ostomy, or Tracheostomy Supply
AV Item Furnished in Conjunction with a Prosthetic Device, Prosthetic, or Orthotic
AW Item Furnished in Conjunction with a Surgical Dressing

KC Replacement of Special Power Wheelchair Interface

NU New Equipment

RR Rental (use the RR modifier when DME is to be rented)

Mississippi guideline: Listed amount is the per month allowance, except codes E0676, E0935, and E0936;twhi
are per-day allowances.

UE: Used Durable Medical Equipment

Mississippi guideline: Used to report the purchase of used durable medical equipment.

IV. PROCEDURECODE EXCEPTIONS

A. Unlisted Procedure Codes . If a procedure is performed that is not listed in the Fee Schedule, the provider
must bill with the appropriate oUnlisted Procedurebd
explaining why it was medically necessary to use an unlisted procedure code.

The CPT book contains codes for unlised procedures. Use these codes only when there is no procedure
code that accurately describes the service rendered. A report is required as these services are reimbursed by
report (see below).

B. By Report (BR) Codes. By report (BR) codes are used by payers$o determine the reimbursement for a
service or procedure performed by the provider that does not have an established maximum allowable
reimbursement allowance (MRAYMAR).

1. Rei mbur sement for procedure codes | isteddomas OBRO
documentation submitted by the provider in a special report attached to the claim form. The required
documentation to substantiate the medical necessity of a procedure does not warrant a separate fee.
Information in this report must include, as appro priate:

a. A complete description of the actual procedure or service performed,
b. The amount of time necessary to complete the procedure or service performed;

c. Accompanying documentation that describes the expertise and/or equipment required to complete
the service or procedure.
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2. Rei mbur sement of O0BRO procedures should be based

C. Category Il Codes . This Fee Schedule does not include Category Il codes as published in the CPT book.
Category Il codes are supplemental tracking codes thatcan be used for performance measurements. These
codes describe clinical components that are typically included and reimbursed in other services such as
evaluation and management (E/M) or laboratory services. These codes do not have an associated fee.

D. Category lll Codes. This Fee Schedule does noinclude Category lll codes published in the CPT
bookmanual. If a provider bills a Category Il code, payment may be denied

E. Add-On Codes. The CPT book identifies procedures that are always performed in addition to the primary
procedure and designates them with a + symbol. Add-on codes are never reported for stand-alone services
but are reported secondarily in addition to the primary proced ure. Specific language is used to identify add
on procedures such as oeach additional 6 or oOo(List

The same physician or other qualified health care provider that performed the primary service/procedure
must perform the add -on service/procedure. Add-on codes describe additional intra-service work associated
with the primary service/procedure (e.g., additional digit(s), lesions(s), neurorrhaphy(s), vertebral segment(s),
tendon(s), joint(s)).

Add-on codes are always performed in addition to the primary service/procedure, and must never be

reported as a stand-alone code. All add-on codes found in the CPT book are exempt from the multiple
procedure concept (see modifier 51 definition in this section). Add -on codes are reimbursed at one hundred
percent (100%) of the maximum allowabler ei mbur sement all owance or the
less.

Refer to the most current version of the CPT book for a complete list of add-on codes.

F. Codes Exempt From Modifier 51 . This symbol x denotes procedure codes that are exempt from the use of
modifier 51 and are not designated as add-on procedures/services as defined in the CPT book. Modifier 51
exempt services and procedures can be found in Appendix E of CPT 20162019Addition al codes that should
not be subject to modifier 51 have been identified by Optum360 based upon CPT guidelines and are
included in this Fee Schedule using the B icon.

Codes exempt from modifier 51 are reimbursed at one hundred percent (100%) of the maximum allowable
rei mbursement all owance or the provideroés charge,

Moderate (Conscious) Sedation. To report moderate (conscious) sedation provided by the physician also
performing the diagnostic or therapeutic service for which conscious sedation is being provided, see codes
99143899145. It is not appropriate for the physician performing the sedation and the service for which the
conscious sedation is being provided to report the sedation separately when the code is listed with the
conscious sedation symbol K. The conscious sedation symbol identifies services that include moderate
(conscious) sedation. A list of codes for services that include moderate (conscious) sedation is also included
in the most current CPT book.

For procedures listed with K, when a second physician other than the health care professional performing the
diagnostic or therapeutic services provides moderate (conscious) sedation in the facility setting (e.g., hospital,
outpatient hospital/ambulatory surgery center, skilled nursing facility), the second physician reports the
associated moderate sedation procedure/service using codes 9914&99150.

Moderate sedation codes are not used to report minimal sedation (anxiolysis), deep sedation, or monitored
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anesthesia care.

PHARMACY RULES

| . SCOPE

This section provides specific rules for the dispensing of and payment for medications and other pharmacy
services prescribed to treat work-related injury/illness under the terms of the Act.

| IDEFINITIONS

A. Medications are defined as drugs presaibed by a licensed health care provider and include name brand
and generic drugs as well as patented or overthe-counter drugs, compound drugs and physician-dispensed
or repackaged drugs.

B . Average Wholesale Price (AWP) means Average Wholesale Price based n data obtained from
manufacturers. Under this Fee Schedule, drugs should be reimbursed according tothe AWP based on the
most current edition of the Drug Topics Red Book in effect at the time the medication is dispensed.

Pharmacy bills should be submittedusi ng t he NCPDP Workersd Compensati or
Form or the equivalent NCPDP electronic format. Forms can be obtained here:
https://www.ncpdp.org/Products/Universal -Claim-Forms. Nothing shall prohibit parties from using an agreed

upon billing form or format.

| 1 RULES
In the event that the MWCC implements a drug formulary, the Formulary and any subsequent Pharmacy Fee
Schedule will govern and supersede the rules in this Fee Schedule where they conflict.

A. Generic Equivalent Drug Products. Unless otherwise specified by the ordering physician, all prescriptions will
be filled under the generic name.

When the physician wectesabdbpobdbaod mbdi pakbgrnption,
with the brand name. When taking telephone orders, the pharmacist will assume the generic is to be used

unl ess oOoObrand medically necessaryo i sWibhqutexcépfion,¢chal | y
treating physician has the authority to order a brand name medication if he/she feels the brand name drug

is substantially more effective.

B . A payer or provider may not prohibit or limit any person from selecting a pharmacy or pharmaci st of his/her
choice, and may not require any person to purchase pharmacy services, including prescription drugs,
exclusively through a mail-order pharmacy or program, or to obtain medication dispensed by the physician
or in the physi dihaphémacyof phdrncaeist selpcted by the aaimant has agreed to be
bound by the terms of the Workersd Compensation Law
of services and the billing and payment therefor.

C. Dietary supplements, including but not limited to minerals, vitamins, and amino acids are not reimbursable
unless a specific compensable dietary deficiency has been clinically established as related to the work injury.

D. Not more than one dispensing fee shall be paid per drug within a thir ty (30) day period.
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E.Providers should refer to the Mississippi Workers?o
of Opiates for rules relating to opiate prescriptions. The guidelines are available on the MWCC website at
https://mwcc.ms.gov/pd f/mwccGuidlinesForThePrescriptionOfOpiates.pdf

| VREIMBURSEMENT
A. Reimbursement for pharmaceuticals ordered for the treatment of work -related injury/iliness is as follows:

1. Brand/Trade Name Medications: Average Wholesale Price (AWP) plus a five dollag$5.00) dispensing fee.
2. Generic Medications: Average Wholesale Price (AWPninus 5% plus a five dollar ($5.00) dispensing fee.

3. Over-the-counter medications are reimbursed at usual and customary rates.
4

Dispensing fees are payable only if the prescription isfilled under the direct supervision of a registered
pharmacist. If a physician dispenses medications from his/her office, a dispensing fee is not allowed.

B. Supplies and equipment used in conjunction with medication administration should be billed with the
appropriate HCPCS codes and shall be reimbursed according to the Fee Schedule. Supplies and equipment
not listed in the Fee Schedule will be reimbursed at the usual and customary rate.

C. Mail-order pharmaceutical services are subject to the rules and reimbuisement limitations of this Fee
Schedul e when supplying medications to Mississi-ppi
order pharmaceutical services is not separately reimbursed.

V. SPECIAL PRICING

A. Repackaged Medication: If the only submitted National Drug Code (NDC) for the drug product as
dispensed is a repackaged drugNDC, the drug will not be reimbursed. For repackaged drugs, providers shall
submit both the NDC of the repackaged drug dispensed and the NDC of the original manufacturer to
receive properly calculated reimbursement. Submission and placement of both NDCs shall be in accordance
with the specifications of the billing form/format being used.

B. Compound Medications: A compound medication is any customized formulation of medication prepar ed
by a compounding pharmacist that is not commercially available and which requires a prescription. All
compound ed medications shall be billed by listing each individual component ingredient and each
compound i nNDCasddsigned b the original manufacturer and calculating the charge for each
component ingredient separately based on their AWP. Payment shall be based on the sum of the AWP fee
for each ingredient, plus a single dispensing fee of five dollars ($5.00).Ingredients lacking an NDC will not
be reimbursed. Reimbursement for a compound topical medication is additionally limited to a maximum
total reimbursement of three hundred dollars ($300.00) for a maximum of one hundred twenty (120) grams
per month. A compound topical medication provided in an amount less than one hundred twenty (120)
grams per month shall be prorated. Prior authorization (pre -certification) and medical documentation is
required for any additional quantity over and above this one hundred twenty (120) gram s per month
amount.

C. Combined Medications: The entity packaging two or more products together must bill the products as
individual line items identified by their original AWP and NDC. This original manufacturer NDC and its
associated AWP shall be used to determine ingredent reimbursement. Supplies are considered integral to
the package and not separately reimbursed.
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D.

Other Special Pricing:

The maximum allowable reimbursement for manufactured topical medications other than patches is the
billed charge up to a maximum of thi rty dollars ($30.00) for a thirty (30) day supply, prorated if a lesser
amount is provided. Patches will be reimbursed the billed charge up to a maximum of seventy dollars
($70.00) for a thirty (30) day supply, prorated if a lesser amount is provided. Intarticular Joint Kits are
limited to a maximum reimbursement of $27.36.

OTHER QUALIFIED HEALTH CARE PROFESSIONAL RULES

ANY QUALIFIED HEALTH CARE PROFESSIONAL

Any qualified health care professional who is licensed in Mississippi, practiceswithin state guidelines, and is
listed within this Fee Schedule as an authorized provider is reimbursed for services based on this Fee Schedule.

Il.
A.

NURSE PRACTITIONER

Modifier M1 should be attached to the appropriate CPT code when billing services rendered by the nurse
practitioner. The nurse practitioner must use his/her unique identifier to bill for all services. Nurse
practitioners must comply with the requirements for a National Provider Identifier (NPI) as specified in the
Billing and Reimbursement Rues of this Fee Schedule.

The nurse practitioner is reimbursed at eighty-five percent (85%) of the maximum allowable for the
procedure.

There is only one fee allowed for each CPT code. It is the decision of the physician or the nurse practitioner
as to who will bill for a service when both have shared in the provision of the service. Incorrect billing of the
service may cause a delay or improper payment by the payer. The medical doctor (MD) must be onsite on
the date of service and provide additional docum entation and review of services in order for physician
reimbursement to be applied.

lIl. PHYSICIAN ASSISTANT

A.

Mississippi-specific modifier M2 should be attached to the appropriate CPT code(s) when billing services
rendered by the physician assistant.

B. The physician assistant is reimbursed at eightyfive percent (85%) of the maximum allowable for the

procedure.

C. There is only one fee allowed for each CPT code. It is the decision of the physician or thephysician
assistantas to who will bill for a service when both have shared in the provision of the service.
Incorrect billing of the service may cause a delay or mproper payment by the payer. The medical
doctor (MD) must be on -site on the date of service and provide additional documentation and review
of services in order for physician reimbursement to be applied.
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V.

. PHYSICAL THERAPIST ASSISTANT OR OCCUPATIONATHERAPIST ASSISTANT

Mississippi-specific modifier M3 should be appended to the appropriate CPT code(s) when billing services
rendered by a physical therapist assistant or an occupational therapist assistant.

The physical therapist assistant or occupational therapist assistant is reimbursed at eightyfive percent (85%)

of the maximum allowable for the procedure.

PSYCHOLOGY

When a provider other than a psychiatrist provides psychology services, the reimbursement amount for the CPT
code is paid at eighty-five percent (85%) of the maximum allowable reimbursement. This appliesto
psychologists, social workers, counselors, etc.

HOME HEALTH

I. SCOPE
This section of the Fee Schedule pertains to home health services provided to patients who have a workrelated
injury/illness.

A.

The determination that the injury/iliness or condition is work related must be made by the payer and home
health services shall be authorized as medically necessarfhe determination that the injury/iliness or
condition is work related must be made by the payer and home health services shall be authorized as
medically necessary.

All nursing services and personal care services shall have prior authorization by the payer.

A description of needed nursing or other attendant care must accompany the request for authorization.

Il. REIMBURSEMENT

If a payer and provider have a mutually agreed upon contractual arrangement governing the payment for
home health services to injured/ill employees, the payer shall reimburse under the contractual agreement
and not according to the Fee Schedule.

In the absence of a mutually agreed upon contractual arrangement governing payment for home health
service, reimbursement shall be made as in other cases (see Billing and Reimbursement Rules) in an amount
equal to billed charges, or the maximum allowable reimbursement (MAR), whichever isless. Billing for home
health services is appropriate using the applicable billing form for other institutional providers or facilities.

A visit made simultaneously by two or more workers from a home health agency to provide a single covered
service for which one supervises or instructs the other shall be counted as one visit.

D. A visitis defined as time up to and including the first two hours.

E. The maximum allowable reimbursement (MAR) listed herein are inclusive of mileage and other incidental

travel expenses, unless otherwise agreed to by the payer and provider.

. The rates set forth in this section of the Fee Schedule apply to all hours worked. No additional

reimbursement is allowed for overtime hours, unless otherwise agreed to by the parties in a separate fee
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contract.

| 1 RATES
A. The following MAR and codes apply to services provided by or through a home health agency:
Service Fee Per Visit Billing Code
RN Skilled Nursing $125.00 S9123
LPN Skilled Nursing $105.00 S9124
Physical Therapy $125.00 S9131
Speech Therapy $125.00 S9128
Occupational Therapy $125.00 S9129
Medical Social Services $125.00 S9127
Home Health Aide $55.00 S9122

Note : The descriptions of these codes have been modified for this Fee Schedule. Please see the HCPCS
section.

For services that exceed two (2) hours, reimbursement for time inexcess of the first two (2) hours shall
be pro-rated and based on an hourly rate equal to fifty percent (50%) of the above visit fee. For home
health services rendered in two (2) hours or less, reimbursement shall be made for a visit as above
provided.

Not e: In addition to the Skilled Nursing Care fees above, an additional sum of seven dollars and sixteen
cents ($7.16) per visit shall be added to cover the cost of medical supplies, provided the billing form
adequately specifies what supplies were utilized.

B. The following Private Duty Rates shall apply:

Skilled Nursing Cared R.N. $44.00 per hour
Skilled Nursing Cared L.P.N. $37.00 per hour
Certified Nurse Assistant $20.00 per hour
Sitter/Attendant $15.00 per hour

C. Any reimbursement to persons not working under a professional license, such as a spouse or relative,
will be at the rate of eight dollars ($8.00) per hour unless otherwise negotiated by the payer and
caregiver or provider.

D. Professional providers not assigned aMAR for home health services and who have not negotiated their
rates with the payer prior to provision of home health care, shall be reimbursed at the usual and
customary rate, or the total billed charge, whichever is less.

E. Respite Care is reimbursed at a rate of $20.00 per hour.

68



| VPARENTERAL/ENTERAL/HOME INFUSION THERAPY IN THE HOME SETTING

A. The MAR for this therapy provided in the home setting is a per diem amount and includes necessary
supplies for the safe and effective administration of the prescribed therapy. Supplies include se(s),
needles, syringes, saline, tubing, dressing kits, saline, heparin, alcohol pads, start kits, catheters, adapters,
tape, gauges, pump, poles, and other supplies.

B. Per diem amounts are as follows:

Parenteral therapy/home infusion (with or without antibi otics)

Daily 6 $165.00

Twice a dayd $190.00

Three times a dayd $215.00

Four times a day 6 $265.00

Five or more times a dayd $335.00
Total Parental Nutrition (TPN):

1-1.6 Liters per dayd $280.00

1.7-2.4 Liters per dayd $350.00

More than 2.4 liters per day 6 $385.00
Lipids:

10% 0 $75.00

20% 6 $95.00
Enteral Therapy:

$24.00 per day

C. Medications for Parenteral/Enteral Therapy are reimbursed at AWP.

V. HOSPICE
A. Hospice reimbursement is a per diem amount that is all inclusive for servicesprovided.
B. Daily per diem amounts are as follows:
Routine Home Cared $384.78
Continuous Home Rate 8 $1,995.56
Inpatient Care 0 $1,486.36

69



EVALUATION AND MANAGEMENT

This section contains rules and codes used to report evaluation and management (E/M)services. Rules and

Guidelines follow the current CPT guidelines as stated.

Note: Rules used by all physicians in reporting their services are presented in the General Rules sectiorbee

the Modifier and Code Rules section for detailed information on modi fiers.

DEFINITIONS AND RULES

Definitions and rules pertaining to E/M services are as follows:

A. DOCUMENTATION MUST BE PATIENT SPECIFIC, PERTAIN DIRECTLY TO THE CURRENT VISIT AND

SUPPORT THE EVALUATION AND MANAGEMENT SERVICES PROVIDED FOR THE INJURED
WORKER.INFORMATION COPIED DIRECTLY FROM PRIOR RECORDS WITHOUT CHANGE IS NOT
CONSIDERED CURRENT NOR COUNTED.

Consultatons. CPT defines a consultation as 0a type of ¢
the request of another physician or appropriate sour ce to either recommend care for a specific condition
or problem or to determine whether to accept respo
entire care or for the care of a specific copmdn)ti o
Consultations are reimbursable only to physicians with the appropriate specialty for the services provided.

In order to qualify as a consultation the following criteria must be met:

9 The verbal or written request for a consult must be documentedin t he pati entds medi

T The consultantds opinion and any services order e
consulting physician in the patientds medical re

1 The consulting physician must provide a written report to the requesting phys ician or other
appropriate source.

A payer/employer may request a second opinion examination or evaluation for the purpose of evaluating
temporary or permanent disability or medical treatment being rendered, as provided in MCA 8§71 -3-15(1)
(Rev.2000). This examination is considered a confirmatory consultation. The confirmatory consultation is
billed using the appropriate level and site -specific consultation codes 99241899245 for office or other
outpatient consultations and 99251 399255 for inpatient consultations, with modifier 32 appended to
indicate a mandated service.

Evaluation and management consultation services will continue to be reported with CPT codes 99241
99245 for outpatient consultation services and codes 99251399255 for inpatient con sultation services. The
rules and guidelines regarding the definition, documentation, and reporting of consultation services as
contained in CPT will apply unless superseded by these guidelines. Consultation services will be
reimbursed at the lesser of the Fee Schedule maximumallowable reimbursment (MAR) or the billed
amount.

C. Referral. Subject to the definition of O0consultati on¢
transfer of the total or specific care of a patient from one physician to anothe r and does not constitute
a consultation. (Initial evaluations and subsequent services are designated as listed in the Evaluation
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and Management section).

. New and Established Patient Service . Several code subcategories in the Evaluation and Management

seci on are based on the patientds status as new or
guidelines also clarify the situation in which a physician is on call or covering for another physician. In

this instance, classify the patient encounter the same as if it were for the physician who is unavailable.

1 New Patient. A new patient is one who has not received any professional services from the
physician, or another physician of the same specialty who belongs to the same group practice, for
this same injury or within the past three years.

9 Established PatientAn established patient is a patient who has been treated for the same injury by
any physician, of the same specialty, who belongs to the same group practice.

. E/M Service Components . The first three components of history, examination, and medical decision
making are the keys to selecting the correct level of E/M codes, and all three components must be
met or exceeded in the documentation of an initial evaluation or consultation. However, in
established, subsequent, and follow-up categories, only two of the three must be met or exceeded for
a given code.

1. The history component is categorized by four levels:
a. Problem FocusedChief complaint; brief history of present illness or problem.

b. ExpandedProblem Foaised Chief complaint; brief history of present illness; problem-pertinent
system review.

c. Detailed. Chief complaint; extended history of present illness; problem-pertinent system review
extended to include a review of a limited number of additional systems ; pertinent past, family
medi cal and/ or soci al hi story directly relate

d. Comprehensive Chief complaint; extended history of present illness; review of systems that is
directly related to the problem(s) identified in the history o f the present iliness, plus a review of
all additional body systems; complete past, family, and social history.

2. The physical exam component is similarly divided into four levels of complexity:
a. Problem FocusedA limited examination of the affected body are a or organ system.

b. Expanded Problem FocusedA limited examination of the affected body area or organ system
and other symptomatic or related organ system(s).

c. Detailed. An extended examination of the affected body area(s) and other symptomatic or
related organ system(s).

d. Comprehensive A general multi-system examination or a complete examination of a single
organ system.

CPT identifies the following body areas:
1 Head, including the face;
1 Neck;

1 Chest, including breasts and axilla;
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Abdomen;
Genitalia, groin, buttocks;

1
1
1 Back; and

1 Each extremity.

CPT identifies the following organ systems:
Eyes;

Ears, nose, mouth, and throat;
Cardiovascular,;

Respiratory;

Gastrointestinal,

Genitourinary;

Musculoskeletal;

Skin;

Neurologic;

= =4 -4 -4 -4 -4 -8 -8 - -2

Psychiatric; and
1 Hematologic/lymphatic/immunologic .

3. Medical decision making is the final piece of the E/M coding process. Medical decision making
refers to the complexity of establishing a diagnosis or selecting a management option that can be
measured by the following:

a. Thenumber of possible diagnoses and/or the number of management options that must be
considered.

b. The amount and/or complexity of medical records, diagnostic tests, and/or other information
that must be obtained, reviewed, and analyzed.

c. The risk of significant complications, morbidity, mortality, as well as co-morbidities associated
with the patientds presenting problem(s),
management options.

F. Contributory Components.

1. Counseling, coordination of care, and the nature of the presenting problem are not major
considerations in most encounters, so they generally provide contributory information to the code
selection process. The exception arises when counseling or coordination of care dominates the
encounter (more than fifty percent (50%) of the time spent). Document the exact amount of time
spent to substantiate the selected code and what was clearly discussed during the encounter.
Counseling is defined in CPT as a discussion with a patient and/or family concerning oneor more
of the following areas:

a. Diagnostic results, impressions, and/or recommended diagnostic studies;

b. Prognosis;



Risks and benefits of management (treatment) options;

o o

Instructions for management (treatment) and/or follow -up;

e. Importance of compliance with chosen management (treatment) options;
f. Risk factor reduction; and

g. Patient and family education.

2. E/M codes are designed to report actual work performed, not time spent. But when counseling or
coordination of care dominates the encounter, time override s the other factors and determines the
proper code. For office encounters, count only the time spent face-to-face with the patient and/or
family. For hospital or other inpatient encounters, count the time spent rendering services for that

patientwhileont he patientdés unit, on the patientds f ¢
G. Interpretation of Diagnostic Studies in the Emergency Room
1. Only one fee for the interpretation of an x -ray or EKG procedure will be reimbursed per procedure.

2. The payer is to provide reimbursement to the provider that directly contributed to the diagnosis
and treatment of the individual patient.

3. ltis necessary to provide a signed report in order to bill the professional component of a
diagnostic procedure. The payer may require the report before payment is rendered.

4. If more than one bill is received, physician specialty should not be the deciding factor in
determining which physician to reimburse.

Example: In many emergency departments (EDs), an emergency room (ER) physiciaorders the x-
ray on a particular patient. If the ER physician interprets the xray making a notation as to the
findings in the chart and then treats the patient according to these radiological findings, the ER
physician should be paid for the interpretatio n and report. There may be a radiologist on staff at
the particular facility with quality control responsibilities at that particular facility. However, the fact
that the radiologist reads all x-rays taken in the ED for quality control purposes is not sufficient to
command a separate or additional reimbursement from the payer.

5. Areview alone of an x-ray or EKG does not meet the conditions for separate payment of a service,
as it is already included in the ED visit.

II. GENERAL GUIDELINES

The E/M section is divided into broad categories such as office visits, hospital visits, and consultations. Most of
the categories are further divided into two or more subcategories of E/M services. Keep the following in mind
when coding each service setting:

A. A patient is considered an outpatient at a health care facility until formal inpatient admission occurs.

B. All physicians use codes 9928899285 for reporting emergency department services, regardless of
hospital-based or non-hospital-based status.

C. Admission to a hospital or nursing facility includes E/M services provided elsewhere on the same day.

D. Not more than one hospital visit per day shall be payable except when documentation describes the

medical necessity of more than one visit by a particular practitioner. Hospital visit codes shall be combined
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into the single code that best describes the service rendered.

E. Only one provider is reimbursed for a patient visit, except where wound care evaluation is provided in an
established wound care center.

lll. OFFICE OR OTHER OUTPATIENT SERVES (99201599215)

Use the Office or Other Outpatient Services codes to report evaluation and management services provided
in the office or in an outpatient or other ambulatory facility. A patient is considered an outpatient until
inpatient admission to a health care facility occurs.

IV. HOSPITAL OBSERVATION SERVICES (9921599226)

CPT codes 99217 through 99226 report E/M services pr
in a hospital. It is not necessary that the patient be located in an observation area designated by the hospital.

V. OBSERVATION CARE DISCHARGBERVICES99217)

A. CPT code 99217 is used only if discharge from observation status occurs on a date other than the initial
date of observation. The code includes final examination of the patient, discussion of the hospital stay,
instructions for continuing care, and preparation of discharge records.

B. If a patient is admitted to and subsequently discharged from observation status on the same date, see
codes 99234899236 asappropriate.

C. Do not report observation care discharge CPT code 99217 in conjunction with a hospital admission.

VI. HOSPITAL INPATIENT SERVICES (9922399239)

Codes 99221899239 are used to report evaluation and management services provided to hospital inpatients.
Hospital i npatient services include those services p
codes are to be used to report these partial hospitalization services.

VII. CONSULTATIONS (99241399255)

A consultation is a type of evaluation and management service provided at the request of another physician

or appropriate source to either recommend care for a specific condition or problem or to determine whether

to accept responsibility for ongoi orfprthmeaareofjasperefict of t
condition or problem.

A physician consultant may initiate diagnostic and/or therapeutic services at the same or subsequent visit.

A o0consultationdé initiated by a patient anapprapriatef a mi |
source (eg, physician assistant, nurse practitioner, doctor of chiropractic, physical therapist, occupational

therapist, speech-language pathologist, psychologist, social worker, lawyer, employer or insurance company),

is not reported using th e consultation codes but may be reported using the office visit, home service, or
domiciliary/rest home care codes as appropriate.

The written or verbal request for consult may be made by a physician or other appropriate source and
documented in the patient 6 s medi c al record by either the consult|
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source. The consultantds opinion and any services th

in the patientds medical r e c or dotha requesting physicianiorcothére d by
appropriate source.

If a consultation is mandated (eg, by a third-party payer) modifier 32 should also be reported.

Any specifically identifiable procedure (ie, identified with a specific CPT code) performed on or subsequent to
the date of the initial consultation should be reported separately.

If subsequent to the completion of a consultation the consultant assumes responsibility for management of a
portion or al/l of the pati ent 6 sancMamdement sermideschpde fortthee a p
site of service should be reported. In the hospital or nursing facility setting, the consultant should use the

appropriate inpatient consultation code for the initial encounter and then subsequent hospital or nursing

facility care codes. In the office setting, the consultant should use the appropriate office or other outpatient
consultation codes and then the established patient office or other outpatient services codes.

VIIl. EMERGENCY DEPARTMENT SERVICES (992839288)
Emergency department (ED) service codes do not differentiate between new and established patients and are

used by hospital-based and non-hospital-b ased physicians. An emergency de
organized hospital-based facility for the provision of unscheduled episodic services to patients who present
for i mmediate medi cal attention. The facility must b

care provided in the ED setting for convenience should not be coded as an ED serviceAlso note that more
than one ED service can be reported per calendar day if medically necessary.

Codes 99281699288 are used to report services provided in a medical emergency. If, however, the physician
sees the patient in the emergency room out of convenience for either the patient or physician, the appropriate
office visit code should be reported (99201399215) and reimbursement will be made accordingly.

IX. CRITICAL CARE SERVICES (992999292)

Critical care is the direct delivery by aphysician(s) of medical care for a critically ill or critically injured patient.
A critical illness or injury acutely impairs one or more vital organ systems such that there is a high probability

of imminent or life threatening deterioration inthe patient 8 s condi ti on. Criti cal car
decision making to assess, manipulate, and support vital system function(s) to treat single or multiple vital
organ system failure and/or to prevent facondifoer | i fe

Examples of vital organ system failure include, but are not limited to: central nervous system failure, circulatory
failure, shock, renal, hepatic, metabolic, and/or respiratory failure. Although critical care typically requires
interpretation of multiple physiologic parameters and/or application of advanced technology(s), critical care

may be provided in life threatening situations when these elements are not present. Critical care may be

provided on multiple days, even if no changes are made in the treatment rendered to the patient, provided

that the patientdds condition continues to require th

Providing medical care to a critically ill, injured, or postoperative patient qualifies as a critical care service only

if both the illness or injury and the treatment being provided meet the above requirements. Critical care is
usually, but not always, given in a critical care area, such as the coronary care unit, intensive care unit, pediatric
intensive care unit, respiratory care unit, or the emergency care facility.

Services for a patient who is not critically ill but happens to be in a critical care unit are reported using other
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appropriate E/M codes.

Critical care and other E/M services may be provided b the same patient on the same date by the same
individual.

The following services are included in reporting critical care when performed during the critical period by the
physician(s) providing critical care: the interpretation of cardiac output measurements (93561, 93562), chest x
rays (71045, 71046), pulse oximetry (94760, 94761, 94762)blood gases, and collection and interpretation of
physiologic data (eg, ECGs, blood pressures, hematogic data);); gastric intubation (43752, 43753); temporary
transcutaneous pacing (92953); ventilatory management (9400294004, 94660, 94662); and vascular access
procedures (36000, 36410, 36415, 36591, 36600). Any services performed which are natcluded in this listing
should be reported separately. Facilities may report the above services separately.

The critical care codes 99291 and 99292 are used to report the total duration of time spent in provision of
critical care services to a critically ill or aitically injured patient, even if the time spent providing care on that
date is not continuous. For any given period of time spent providing critical care services, the individual must
devote his or her full attention to the patient and, therefore, cannot provide services to any other patient
during the same period of time.

X. NURSING FACILITY SERVICES (9930809318)
Codes 99304999318 are used to report evaluation and management services to patients in nursing facilities
(skilled nursing facilities (SNFs))Jntermediate care facilities (ICFs), or longterm care facilities (LTCFs).

These codes should also be used to report evaluation and management services provided to a patient in a
psychiatric residential treatment center (a facility or a distinct part of a facility for psychiatric care, which
provides a 24-hour therapeutically planned and professionally staffed group living and learning environment).
If procedures such as a medical psychotherapy are provided in addition to evaluation and management
services,these should be reported in addition to the evaluation and management services provided.

XI. DOMICILIARY, REST HOME (E.G., BOARDING HOME), OR CUSTODIAL CARE SERVICES
(99324 399340)

The evaluation and management codes are used to report evaluation and management services in a facility
that provides room, board, and other personal assistance services generally on a longterm basis. They also
are used to report evaluation and management services in an assisted living facility.

XIl. HOME SERVICES (9934 899350)
Services and care provided in a private residence are coded from this subcategory.

XIll. PROLONGED SERVICES (993509359, 99415 899416)

Codes 99354999357 are used when a physician or other qualified health care professional provides prolonged
service involving direct patient contact that is provided beyond the usual service in either the inpatient or
outpatient setting. Codes 99358399359 are used when a physician or other qualified health care professional
provides prolonged service for patient management w here face-to-face services have or will occur on another
date of service.

Codes 99415599416 are used when a physician or other qualified health care professional provides prolonged
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service involving direct patient contact that is provided beyond the usual service in either an office or
outpatient setting.

XIV. PHYSICIAN STANDBY SERVICES (99360)

Code 99360 is used to report physician or other qualified health care professional standby service that is

requested by another individual and that involves prolonge d attendance without direct (face -to-face) patient
contact. Care or services may not be provided to other patients during this period. This code is not used to

report time spent proctoring another individual. It is also not used if the period of standby en ds with the
performance of a procedure subject to a oOosurgical 6 p

XV. CASE MANAGEMENT SERVICE®9366 3699368, 9936M )

Case management is a process in which a physician or other qualified health care professional isesponsible
for direct care of a patient, and, additionally, for coordinating, managing access to, initiating, and/or
supervising other health care services needed by the patient.

Mississippi guideline: Usestate-specific code 9936Mforac onf er ence wi t h wor kersd co
manager/claims manager.

XVI. CARE PLAN OVERSIGHT SERVICES (993399380)

Care plan oversight services are reported separately from codes for office/outpatient, hospital, home, nursing
facility, domiciliary, or non-face-to-face services. The complexity and the approximate time of the care plan
oversight services provided within a thirty (30) day period determine code selection.

Only one individual may report care plan oversight services for a given period of time, to reflect the sole or
predominant supervisory role with a particular patient. These codes should not be used for supervision of
patients in nursing facilities or under the care of home health agencies unless they require recurrent supervision
of therapy.

XV 1 NON-FACETO-FACE SERVICES (9944399449, 99451 -99454, 99091, 99457)
These codes are used to report non faceto-face evaluation and management services using the telephone or
internet resources and for remote physiologic monitoring and treatment manag ement services.

XV 1 SRECIAL EVALUATION AND MANAGEMENT SERVICES (9945809456)
These codes are used to report evaluations performed to establish baseline information prior to life or
disability insurance certificates being issued.

XIX. CARE MANAGEMENT SERVICES (9948399489)

Care management services are management and support services provided by clinical staff, under the direction

of or provided personally by a physician or other quali fied health care professional. Services include

establishing, implementing, revising, or monitoring the care plan, coordinating the care of other professionals

and agencies, and educating the patient or caregiver
The physician or other qualified health care professional provides or oversees the management and/or

coordination of services, as needed, for all medical conditions, psychosocial needs, and activities of daily living.
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XX .PSYCHIATRIC COLLABORATIVE CARE MANAGEMENT (994999494)
Psychiatric collaborative care servies are provided under the direction of a treating physician or other quali fied
health care professional. These include the services of the treating physician or other qualified health care
professional, the behavioral health care manager and the psychiatrt consultant. Patients typically have
behavioral health signs and/or symptoms or a newly diagnosed behavioral health condition, may need help in
engaging in treatment, have not responded to standard care delivered in a non-psychiatric setting, or require
further assessment and engagement, prior to consideration of referral to a psychiatric care setting.

XX ITRANSITIONAL CARE MANAGEMENT (99495399496)
Transitional care management services are for a new or established patient whosed medical and/or psychosocial
problems require moderate or high complexity medical decision making during transitions in care from an
inpatient hospital setting, partial hospital or observation status in a hospital, or skilled nursing facility/nursing
facility to thewsqtiag i entds community

X X1 ADVANCE CARE PLANNING (99497899498)
These faceto-face services between a physician or other qualified health care professional and a patient, family
member, or surrogate involving couseling and discussing advance directives with or without compl eting
relevant legal forms.

XXIIl. OTHER EVALUATION AND MANAGEMENT SERVICES (99499)
This is an unlisted code to report E/M services not specifically defined in CPT.

XXIV. PRACTICE OF TELEMEDICINE/TELEMERGENCY

A. Telemedicine is the practice of medicine using electronic communication, information technology, or
other means between a physician in one location and a patient in another location with or without
intervening health care provider. This does not include the practice of medicine through postal or
courier services.

B. Telemergency medicine is a unique combination of telemedicine and the collaborative/consultative role
of a physician board certified in emergency medicine and an appropriate skilled health professional.
These services are billed using cods 99441 8 99449.

C. The practice of telemedicine is deemed to occur in the location of the patient. Therefore, only physicians
holding a valid Mississippi license are allowed to practice telemedicine in Mississippi. However, a valid
Mississippi license isnot required where the evaluation, treatment, and/or medicine to be rendered by a
physician outside of Mississippi is requested by a physician duly licensed to practice medicine in
Mississippi, and the physician who has requested such evaluation, treatmentand/or medical opinion has
already established a doctor/patient relationship with the patient to be evaluated and/or treated.

D. Only those CPT codes marked with astar () in the current Medical Fee Schedule may be reimbursed as
telemedicine. Billing should include the use of modifier 95 and use of POS code 02.
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For the duration of any declared Public Health Emergency, the use of telemedicine is expanded to
include the following codes in the Therapeutic Services section: 97110, 97112, 97116, 970, 97530,
97535, 97542, 97760, and 97761.

Telemedicine providers must use an interactive audio and video telecommunications system that
permits real-time communication between the distant site and the patient. Practitioners who may
provide telemedicin e services include physicians, nurse practitioners, physician assistants, psychiatrists,
clinical psychologists, physical therapists, occupational therapists, speech therapists, and dieticians.

. All telemedicine services must comply with the Mississippi Code and the requirements found in the
current MWCC Medical Fee Schedule.

Authorized originating sites include: hospitals (acute and critical access), rural health clinics, federally
gualified health centers, skilled nursing facilities, community mental health centers, and in the clinics of
the telemedicine providers listed in paragraph F.

Telemedicine services must include an examination of the patient which meets the applicable standards
of care, a discussion with the patient, a diagnosis, and mantenance of a complete medical record.

Documentation requirements, including work status, are the same as for faceto-face services and shall
include the locations of the rendering provider and the injured worker at the time of service.

Reimbursement for telemedicine is the same as if the services were provided inperson, except as
elsewhere indicated in these rules.

PC TC Assist APC

Description Amount Amount Amount FUD Surg Amount

Collection and interpretation of physiologic data (eg, | 95.58
bloodpressure, glucose monitoring) digitally stored an
transmitted by the patient and/or caregiver to the phy:
other qualified health care professional, qualified by €
training, licensure/regulation (when applicable) requir
minimum &0 minutes of time, each 30 days
99201  Office or other outpatient visit for the evaluation and 59.02 XXX N
management of a new patient, which requires these &
components: A problem focused history; A problem fc
examination; Straightforward medical decision making
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consistent with the nature of the problem(s)
patient's and/onfdy's needs. Usually, the presenting
problem(s) are self limited or minor. Typically, 10 min
spent facface with the patient and/or family.
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99202

99203

99204

99205

99211

99212

99213

Description

Office or other outpatient visit for the evaluation and
management of a new patient, which requires these &
components: An expanded problem focused history; .
expanded problem focused examination; Straightforw
medical decision making. Counseling and/or coordine
care with other physicians, atiadified health care
professionals, or agencies are provided consistent wi
nature of the problem(s) and the patient's and/or fami
needs. Usually, the presenting problem(s) are of low !
moderate severity. Typically, 20 minutes are sfrefatt
with the patient and/or family.

Office or other outpatient visit for the evaluation and
management of a new patient, which requires these &
components: A detailed history; A detailed examinatic
Medicadlecision making of low complexity. Counseling
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usyiahe presenting problem(s) are of
moderate severity. Typically, 30 minutes are sfuefack
with the patient and/or family.

Office or other outpatient visit for the evaluation and
management of a rEatient, which requires these 3 key
components: A comprehensive history; A comprehen
examination; Medical decision making of moderate cc
Counseling and/or coordination of care with other phy
other qualified health care professiorajenoies are
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the presentin
problem(s) are of moderate to high severity. Typically
minutes are spent féeface with the patient and/or fam
Office or other outpatient visit for the evaluation and
management of a new patient, which requires these &
components: A comprehensive history; A comprehen
examination; Medical decision makingooidgxity .
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the presentin
protlem(s) are of moderate to high severity. Typically,
minutes are spent féeface with the patient and/or fam
Office or other outpatient visit for the evaluation and
management of an established patient, that raguire
the presence of a physician or other qualified health ¢
professional. Usually, the presenting problem(s) are r
Typically, 5 minutes are spent performing or supervis
services.

Office oother outpatient visit for the evaluation and
management of an established patient, which require
2 of these 3 key components: A problem focused hist
problem focused examination; Straightforward medici
decision making. Counseling andfdimation of care witl
other physicians, other qualified health care professic
agencies are provided consistent with the nature of tt
problem(s) and the patient's and/or family's needs. Ut
presenting problem(s) are self limited off ygiwadly, 10
minutes are spent faetace with the patient and/or fam
Office or other outpatient visit for the evaluation and
management of an established patient, which require
2 of these 3 kegmponents: An expanded problem foc!
history; An expanded problem focused examination; |
decision making of low complexity. Counseling and
coordination of care with other physicians, other quali
health care professionals, or agencies dedpromsistent
with the nature of the problem(s) and the patient's an
family's needs. Usually, the presenting problem(s) are
moderate severity. Typically, 15 minutes are sfuefiaci
with the patient and/or family.

Amount
98.36

139.54

211.82

266.27

29.28

58.10

95.62

PC
Amount

TC
Amount

FUD
XXX

XXX

XXX

XXX

XXX

XXX

XXX

Assist
Surg

APC
Amount
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99214

99215

99217

99218

99219

99220

Description

Office or other outpatient visit for the evaluation and
management of an established patient, which require
2 of these 3 key components: A detailed history; A de
examination; Medical decision making of ncodgkrity.
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the presentin
protlem(s) are of moderate to high severity. Typically,
minutes are spent féeface with the patient and/or fam
Office or other outpatient visit for the evaluation and
management of an established patienteghiies at leas
2 of these 3 key components: A comprehensive histo
comprehensive examination; Medical decision making
complexity. Counseling and/or coordination of care w
physicians, other qualified health care professionals,
agencies are provided consistent with the nature of th
problem(s) and the patient's and/or family's needs. U
presenting problem(s) are of moderate to high severit
Typically, 40 minutes are speRifiezee with the patient
and/or family.

Observation care discharge day management (This ¢
be utilized to report all services provided to a patient «
discharge from outpatient hospital "observation status
discharge is on other than the initiaf taltservation
status." To report services to a patient designated as
"observation status" or “inpatient status" and discharc
the same date, use the codes for Observation or Inpa
Care Services [including Admission and Discharge St
992349236 as appropriate.])

Initial observation care, per day, for the evaluation an
management of a patient which requires these 3 key
components: A detailed or comprehensive history; A
or comprehensigamination; and Medical decision me
that is straightforward or of low complexity. Counselin
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the profs) and the patient's and/or
family's needs. Usually, the problem(s) requiring adm
outpatient hospital "observation status" are of low sev
Typically, 30 minutes are spent at the bedside and or
patient's hospital floor or unit.

Initial observation care, per day, for the evaluation an
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehen
examination; and Medical decision making of modera
complexity. Counseling and/or coordination of care w
physicians, other qualified health care professionals,
agencies are provided consistent with the nature of tt
problem(s) and the patient's and/or family's needs. U
problem(s) reigng admission to outpatient hospital
"observation status" are of moderate severity. Typical
minutes are spent at the bedside and on the patient's
floor or unit.

Initial observation care, per day, ématbation and
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehen
examination; and Medical decision making of high col
Counseling and/or coordination of care with other phy
other quakiil health care professionals, or agencies at
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the problem(:
requiring admission to outpatient hospital "observatio
are of high severity. Talyic70 minutes are spent at the
bedside and on the patient's hospital floor or unit.

Amount
140.00

187.8

94.25

128.56

175.22

239.27

PC
Amount

TC
Amount

FUD
XXX

XXX

XXX

XXX

XXX

XXX

Assist
Surg

APC
Amount
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99221

99222

99223

99224

99225

99226

Description

Initial hospital care, per day, for the evaluation and
management of a patient, which requires these 3 key
components: A detailecbonprehensive history; A detai
or comprehensive examination; and Medical decision
that is straightforward or of low complexity. Counselin
coordination of care with other physicians, other quali
health care professionals, or agerei@®aided consiste
with the nature of the problem(s) and the patient's an
family's needs. Usually, the problem(s) requiring adm
of low severity. Typically, 30 minutes are spent at the
and on the patient's hospital floor or unit.

Initial hospital care, per day, for the evaluation and
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehen
examination; and Medical decision making of modera
complexity. Counseling and/or coordination of care w
physicians, other qualified health care professionals,
agencies are provided consistent with the nature of tF
problem(s) and the patient's and/or family's needs. U
problem(s) reigng admission are of moderate severity
Typically, 50 minutes are spent at the bedside and or
patient's hospital floor or unit.

Initial hospital care, per day, for the evaluation and
management of a patient, wédghres these 3 key
components: A comprehensive history; A comprehen
examination; and Medical decision making of high co
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the problem(:
requiring admission are of high severity. Typically, 70
are spent at the bedside and on the patient's hospital
unit.

Subsequent observation care, per day, for the evalua
management of a patient, which requires at least 2 of
key components: Problem focused interval history; Pt
focused examination; Medical denssikimg that is
straightforward or of low complexity. Counseling and/
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
fanily's needs. Usually, the patient is stable, recoverir
improving. Typically, 15 minutes are spent at the bed:
on the patient's hospital floor or unit.

Subsequent observation care, per dayet@itladon and
management of a patient, which requires at least 2 of
key components: An expanded problem focused intet
history; An expanded problem focused examination; |
decision making of moderate complexity. Counseling
coordinath of care with other physicians, other qualifi¢
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usually, the patient is responding inac
to therapy or hasvdped a minor complication. Typice
25 minutes are spent at the bedside and on the patiel
hospital floor or unit.

Subsequent observation care, per day, for the evalua
management of a patient, wédghres at least 2 of these
key components: A detailed interval history; A detaile
examination; Medical decision making of high comple
Counseling and/or coordination of care with other phy
other qualified health care professionalscsagyen
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the patient is
or has developed a significant complication or a signi
new problem. Typically, 35 minutes are spent at ¢he t
and on the patient's hospital floor or unit.

Amount
130.85

176.60

26078

51.24

94.25

134.96

PC
Amount

TC
Amount

FUD
XXX

XXX

XXX

XXX

XXX

XXX

Assist
Surg

APC
Amount
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99231

99232

99233

99234

99235

99236

Description

Subsequent hospital care, per day, for the evaluation
management of a patient, which requires at least 2 of
key components: A problem focused histoval A
problem focused examination; Medical decision maki
straightforward or of low complexity. Counseling and/
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
withthe nature of the problem(s) and the patient's and
family's needs. Usually, the patient is stable, recoveri
improving. Typically, 15 minutes are spent at the bed:
on the patient's hospital floor or unit.

Subsequent hospital care, per day, for the evaluation
management of a patient, which requires at least 2 of
key components: An expanded problem focused intet
history; An expanded problem focused examination; |
decision making of mawecamplexity. Counseling and/
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usually, the patiegp@nding inadequate
to therapy or has developed a minor complication. Ty
25 minutes are spent at the bedside and on the patiel
hospital floor or unit.

Subsequent hospital care, per day,dwvaliletion and
management of a patient, which requires at least 2 of
key components: A detailed interval history; A detaile
examination; Medical decision making of high comple
Counseling and/or coordination of care with other phy
othe qualified health care professionals, or agencies :
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the patient is
or has developed a significant complication or a signi
new problenfiypically, 35 minutes are spent at the bec
and on the patient's hospital floor or unit.
Observation or inpatient hospital care, for the evaluat
management of a patient including admission and dis
on thesame date, which requires these 3 key compon:
detailed or comprehensive history; A detailed or
comprehensive examination; and Medical decision m
is straightforward or of low complexity. Counseling an
coordination of care with otheicfng other qualified
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usually the presenting problem(s) req
admission are of low severity. Typically, 9 anenspent
at the bedside and on the patient's hospital floor or ur
Observation or inpatient hospital care, for the evaluat
management of a patient including admission and dis
on the same date, wiétfuires these 3 key component:
comprehensive history; A comprehensive examinatiol
Medical decision making of moderate complexity. Col
and/or coordination of care with other physicians, oth
qualified health care professionals, or agenpiesided
consistent with the nature of the problem(s) and the p
and/or family's needs. Usually the presenting probler
requiring admission are of moderate severity. Typical
minutes are spent at the bedside and on the patient's
floor or unit.

Observation or inpatient hospital care, for the evaluat
management of a patient including admission and dis
on the same date, which requires these 3 key compol
comprehensinéstory; A comprehensive examination; &
Medical decision making of high complexity. Counseli
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the progdgand the patient's and/or
family's needs. Usually the presenting problem(s) req
admission are of high severity. Typically, 55 minutes
at the bedside and on the patient's hospital floor or ur

Amount
50.78

93.79

134.05

171.56

218.23

280.45

PC
Amount

TC
Amount

FUD
XXX

XXX

XXX

XXX

XXX

XXX

Assist
Surg

APC
Amount
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99238
99239
99241

99242

99243

99244

99245

99251

Description
Hospital discharge day management; 30 minutes or I

Hospital discharge day management; more than 30 n

Office consultation for a new or established patient, w
requires these 3 loeynponents: A problem focused his
A problem focused examination; and Straightforward
decision making. Counseling and/or coordination of ¢
other physicians, other qualified health care professic
agencies are provided consisittnthe nature of the
problem(s) and the patient's and/or family's needs. U
presenting problem(s) are self limited or minor. Typici
minutes are spent féeface with the patient and/or fam
Office consultation for a new or established patient, w
requires these 3 key components: An expanded prob
focused history; An expanded problem focused exam
and Straightforward medical decision making. Counst
and/or coordination of céfeather physicians, other
qualified health care professionals, or agencies are pi
consistent with the nature of the problem(s) and the p
and/or family's needs. Usually, the presenting probler
of low severity. Typically, 30 minaetegeat faceface
with the patient and/or family.

Office consultation for a new or established patient, w
requires these 3 key components: A detailed history;
detailed examination; and Medical dewikiog of low
complexity. Counseling and/or coordination of care w
physicians, other qualified health care professionals,
agencies are provided consistent with the nature of tt
problem(s) and the patient's and/or family's needs. U
presenting problem(s) are of moderate severity. Typic
minutes are spent faetace with the patient and/or fam
Office consultation for a new or established patient, w
requires these 3 lkeynponents: A comprehensive histc
comprehensive examination; and Medical decision m
moderate complexity. Counseling and/or coordination
with other physicians, other qualified health care proft
or agencies are provided consigith the nature of the
problem(s) and the patient's and/or family's needs. U
presenting problem(s) are of moderate to high severit
Typically, 60 minutes are spenrifi with the patient
and/or family.

Office consultation for a new or established patient, w
requires these 3 key components: A comprehensive |
comprehensive examination; and Medical decision m
high complexity. Counseling and/or coordination of ce
other physians, other qualified health care profession:
agencies are provided consistent with the nature of tt
problem(s) and the patient's and/or family's needs. U:
presenting problem(s) are of moderate to high severit
Typically, 80 minutessgrent facface with the patient
and/or family.

Inpatient consultation for a new or established patient
requires these 3 key components: A problem focused
A problem focused examinatiotexightforward medic:
decision making. Counseling and/or coordination of ¢
other physicians, other qualified health care professic
agencies are provided consistent with the nature of tF
problem(s) and the patient's and/or family's seaitis.the
presenting problem(s) are self limited or minor. Typici
minutes are spent at the bedside and on the patient's
floor or unit.

Amount
94.25
138.17
61.31

115.29

157.84

236.07

287.77

63.14

PC
Amount

TC
Amount

XXX
XXX
XXX

XXX

XXX

XXX

XXX

XXX

Assist
Surg

APC
Amount

99.97

143.83

144.60

211.91

232.78

115.53
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99252

99253

99254

99255

99281

99282

99283

Description

Inpatient consultation for a new or established/pitient
requires these 3 key components: An expanded prob
focused history; An expanded problem focused exam
and Straightforward medical decision making. Counst
and/or coordination of care with other physicians, oth:
qualified health caregesibnals, or agencies are provid
consistent with the nature of the problem(s) and the p
and/or family's needs. Usually, the presenting probler
of low severity. Typically, 40 minutes are spent at the
and on the patient's hospotad 6r unit.

Inpatient consultation for a new or established patient
requires these 3 key components: A detailed history;
detailed examination; and Medical decision making o'
complexity. Counseling asdfrdination of care with ott
physicians, other qualified health care professionals,
agencies are provided consistent with the nature of tF
problem(s) and the patient's and/or family's needs. U:
presenting problem(s) are of moderatg.sEygically, 55
minutes are spent at the bedside and on the patient's
floor or unit.

Inpatient consultation for a new or established patient
requires these 3 key components: A compréistosiyé
comprehensive examination; and Medical decision m
moderate complexity. Counseling and/or coordination
with other physicians, other qualified health care proft
or agencies are provided consistent with the nature o
problem(s) and the patient's and/or family's needs. Us
presenting problem(s) are of moderate to high severit
Typically, 80 minutes are spent at the bedside and or
patient's hospital floor or unit.

Inpatient consultation for a new or established patient
requires these 3 key components: A comprehensive |
comprehensive examination; and Medical decision m
high complexity. Counseling and/or coordination of ce
other physicia, other qualified health care professiona
agencies are provided consistent with the nature of t+
problem(s) and the patient's and/or family's needs. U
presenting problem(s) are of moderate to high severit
Typically, 110 minutes agatspt the bedside and on the
patient's hospital floor or unit.

Emergency department visit for the evaluation and
management of a patient, which requires these 3 key
components: A problem focused history; Afpouisiech
examination; and Straightforward medical decision m
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consistent with the nature of the problem(s)
patieris and/or family's needs. Usually, the presenting
problem(s) are self limited or minor.

Emergency department visit for the evaluation and
management of a patient, which requires these 3 key
components: An expargetlem focused history; An
expanded problem focused examination; and Medica
making of low complexity. Counseling and/or coordini
care with other physicians, other qualified health care
professionals, or agencies are provided contigtent wi
nature of the problem(s) and the patient's and/or fami
needs. Usually, the presenting problem(s) are of low !
moderate severity.

Emergency department visit for the evaluation and
management opatient, which requires these 3 key
components: An expanded problem focused history; .
expanded problem focused examination; and Medica
making of moderate complexity. Counseling and/or
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usually, the presenting problem(s) are
moderate severity.

Amount
96.53

148.69

215.94

259.86

27.45

53.53

80.06

PC
Amount

TC
Amount

Assist APC
FUD Surg Amount
XXX N
XXX N 264.46
XXX N
XXX N
XXX N 99.02
XXX N 181.70
XXX N 316.65



PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount

99284  Emergenayepartment visit for the evaluation and 151.89 XXX N 511.73
management of a patient, which requires these 3 key
components: A detailed history; A detailed examinatic
Medical decision making of moderate complexity. Cot
and/or coordination of care with otheiapkysither
qualified health care professionals, or agencies are pi
consistent with the nature of the problem(s) and the p
and/or family's needs. Usually, the presenting probler
of high severity, and require urgent evaluation by the
physician, or other qualified health care professionals
not pose an immediate significant threat to life or phy:
function.
99285 Emergency department visit for the evaluation and 223.72 XXX N 745.93
management of a patiehtch requires these 3 key
components within the constraints imposed by the ur¢
the patient's clinical condition and/or mental status: A
comprehensive history; A comprehensive examinatiol
Medical decision making of high complexity. Cond&xi
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usually, the presenting problem(s) are
seveity and pose an immediate significant threat to lifi
physiologic function.
99288  Physician or other qualified health care professional ¢ BR XXX N
of emergency medical systems (EMS) emergency cal
advanced lifupport
99291  Critical care, evaluation and management of the critic 357.77 XXX N 1050.83
critically injured patient; firg#3@inutes

99292  Critical care, evaluation and management of the critic 158.30 277 N
critically injured patient; each additional 30 minutes (L
separately in addition to code for primary service)
99304 Initial nursing facility care, per day, for the evaluation 116.21 XXX N
management of a patient, which rdhages key
components: A detailed or comprehensive history; A
or comprehensive examination; and Medical decision
that is straightforward or of low complexity. Counselin
coordination of care with other physicians, other quali
health care professionals, or agencies are provided cc
with the nature of the problem(s) and the patient's an
family's needs. Usually, the problem(s) requiring adm
of low severity. Typically, 25 minutes are spent at the
and onhe patient's facility floor or unit.
99305 Initial nursing facility care, per day, for the evaluation 167.90 XXX N
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehen
examination; and Medical decision making of modera
complexity. Counseling and/or coordination of care w
physicians, other qualified health care professionals,
agencies are provided consistent with the nature of tr
problem(s) and the pasiemtti/or family's needs. Usually
problem(s) requiring admission are of moderate seve
Typically, 35 minutes are spent at the bedside and or
patient's facility floor or unit.
99306 Initial nursing facility caregdggrfor the evaluation and 215.03 XXX N
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehen
examination; and Medical decision making of high col
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the problem(:
requiring admission are of high severity. Typically, 45
are spent ate bedside and on the patient's facility floo
unit.



99307

99308

99309

99310

99315
99316

99318

Description

Subsequent nursing facility care, per day, for the eval
and management of a patient, which requires at least
these 3 key components: A problem fiotesed history; .
problem focused examination; Straightforward medici
decision making. Counseling and/or coordination of ¢
other physicians, other qualified health care professic
agencies are provided consistent with the nature of tF
pioblem(s) and the patient's and/or family's needs. Us
patient is stable, recovering, or improving. Typically,
minutes are spent at the bedside and on the patient's
floor or unit.

Subsequent nursfagility care, per day, for the evaluati
and management of a patient, which requires at least
these 3 key components: An expanded problem focu
interval history; An expanded problem focused exami
Medical decision making of low comptaxitselihg and/o
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usually, the patient is respondingt@hac
to therapy or has developed a minor complication. Ty
15 minutes are spent at the bedside and on the patiel
facility floor or unit.

Subsequent nursing facility care, per day, for the eval
andmanagement of a patient, which requires at least
these 3 key components: A detailed interval history; £
examination; Medical decision making of moderate cc
Counseling and/or coordination of care with other phy
other qualifiéebalth care professionals, or agencies ar
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the patient h¢
developed a significant complication or a significant n
problem. Typically, 25 minutespare at the bedside anc
the patient's facility floor or unit.

Subsequent nursing facility care, per day, for the eval
and management of a patient, which requires at least
these 3 key componentomprehensive interval history
comprehensive examination; Medical decision making
complexity. Counseling and/or coordination of care w
physicians, other qualified health care professionals,
agencies are provided consistent widtutteead the
problem(s) and the patient's and/or family's needs. Tt
may be unstable or may have developed a significant
problem requiring immediate physician attention. Typ
minutes are spent at the bedside and on the patfgnt's
floor or unit.

Nursing facility discharge day management; 30 minut

Nursing facility discharge day management; more tha
minutes

Evaluation and management of a patient involving an
nursing facility assessment, which requires these 3 k¢
components: A detailed interval history; A compreher
examination; and Medical decision making that is of I
moderate complexity. Gelimg and/or coordination of c:
with other physicians, other qualified health care prof
or agencies are provided consistent with the nature o
problem(s) and the patient's and/or family's needs. U
patient is stable, recoveangnproving. Typically, 30
minutes are spent at the bedside and on the patient's
floor or unit.

Amount
56.73

88.76

118.04

174.77

94.70
136.34

123.53
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Amount
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Amount

FUD
XXX

XXX

XXX

XXX

XXX
XXX

XXX
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Surg
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Amount
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99324

99325

99326

99327

99328

99334

Description

Domiciliary or rest home visit for the evaluation and
management of a new patient, which requires these &
components: A problem focused history; A problem fc
examination; and Straightforward medical decision m
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consisterith the nature of the problem(s) and
patient's and/or family's needs. Usually, the presentin
problem(s) are of low severity. Typically, 20 minutes ¢
with the patient and/or family or caregiver.
Domiciliary or rest home visit for the evaluation and
management of a new patient, which requires these &
components: An expanded problem focused history; ,
expanded problem focused examination; and Medica
making of low complexity. Counaeliior coordination o
care with other physicians, other qualified health care
professionals, or agencies are provided consistent wi
nature of the problem(s) and the patient's and/or fami
needs. Usually, the presenting problem(s) are & mod
severity. Typically, 30 minutes are spent with the pati
and/or family or caregiver.

Domiciliary or rest home visit for the evaluation and
management of a new patient, which requires these &
components:d&tailed history; A detailed examination;
Medical decision making of moderate complexity. Col
and/or coordination of care with other physicians, oth:
qualified health care professionals, or agencies are pi
consistent with the natureegfritblem(s) and the patient
and/or family's needs. Usually, the presenting probler
of moderate to high severity. Typically, 45 minutes ar
with the patient and/or family or caregiver.
Domiciliary or résime visit for the evaluation and
management of a new patient, which requires these &
components: A comprehensive history; A comprehen
examination; and Medical decision making of modera
complexity. Counseling and/or coordination of care w
physicians, other qualified health care professionals,
agencies are provided consistent with the nature of tF
problem(s) and the patient's and/or family's needs. U
presenting problem(s) are of high severity. Typically,
minutes are spavith the patient and/or family or careg
Domiciliary or rest home visit for the evaluation and
management of a new patient, which requires these &
components: A comprehensive history; A comprehen
examination; and Medical decision making of high co
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consistent with the nature of the problem(s)
patient's alfor family's needs. Usually, the patient is ui
or has developed a significant new problem requiring
immediate physician attention. Typically, 75 minutes i
with the patient and/or family or caregiver.
Domiciliary or rest home visit for the evaluation and
management of an established patient, which require
2 of these 3 key components: A problem focused inte
history; A problem focused examination; Straightforw:
medical decision makingn€aling and/or coordination ¢
care with other physicians, other qualified health care
professionals, or agencies are provided consistent wi
nature of the problem(s) and the patient's and/or fami
needs. Usually, the presenting problem(s)iariesktr
minor. Typically, 15 minutes are spent with the patien
family or caregiver.

Amount
71.37

103.40

179.34

240.65

283.19

77.78
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99335

99336

99337

99339

99340

Description

Domiciliary or rest home visit for the evaluation and
management of an established patient, which require
2 ofthese 3 key components: An expanded problem f
interval history; An expanded problem focused exami
Medical decision making of low complexity. Counselir
coordination of care with other physicians, other quali
health care professisnat agencies are provided consi:
with the nature of the problem(s) and the patient's an
family's needs. Usually, the presenting problem(s) are
moderate severity. Typically, 25 minutes are spent wi
patient and/or family or caregive

Domiciliary or rest home visit for the evaluation and
management of an established patient, which require
2 of these 3 key components: A detailed interval histc
detailed examination; Medéasion making of moderate
complexity. Counseling and/or coordination of care w
physicians, other qualified health care professionals,
agencies are provided consistent with the nature of tF
problem(s) and the patient's and/or family's) sieaitis.the
presenting problem(s) are of moderate to high severit
Typically, 40 minutes are spent with the patient and/o
or caregiver.

Domiciliary or rest home visit for the evaluation and
management of established patient, which requires at
2 of these 3 key components: A comprehensive inten
history; A comprehensive examination; Medical decis
making of moderate to high complexity. Counseling a
coordination of care with other physitiensyualified
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usually, the presenting problem(s) are
moderate to high severity. The patient may be unstak
have developed a significant new problem requiring it
physician attention. Typically, 60 minutes are spent w
patient and/or family or caregiver.

Individual physician supervision of a patient (patient r
present) in home, domiciliary or rest home (eg, assist
facility) requiring complex and multidisciplinary care n
involving regular physician development and/or revisi
care plans, review of subsequent reports of patient st
reviewof related laboratory and other studies, commur
(including telephone calls) for purposes of assessmet
decisions with health care professional(s), family mer
surrogate decision maker(s) (eg, legal guardian) and/
caregiver(s) mived in patient's care, integration of newn
information into the medical treatment plan and/or ad|
of medical therapy, within a calendar m@stimihtes
Individual physician supervision of a(patient not
present) in home, domiciliary or rest home (eg, assist
facility) requiring complex and multidisciplinary care n
involving regular physician development and/or revisi
care plans, review of subsequent reports of asent st
review of related laboratory and other studies, commt
(including telephone calls) for purposes of assessmet
decisions with health care professional(s), family mer
surrogate decision maker(s) (eg, legal guardian) and/
caegiver(s) involved in patient's care, integration of ni
information into the medical treatment plan and/or ad,
of medical therapy, within a calendar month; 30 minu
more

Amount
122.61

174.77

250.25

99.28

139.54
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Amount

TC
Amount
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XXX

XXX

XXX

XXX
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Amount
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99341

99342

99343

99344

99345

99347

Description

Home visit for the evaluatiomandgement of a new
patient, which requires these 3 key components: A pr
focused history; A problem focused examination; and
Straightforward medical decision making. Counseling
coordination of care with other physicians, other quali
healttcare professionals, or agencies are provided co
with the nature of the problem(s) and the patient's an
family's needs. Usually, the presenting problem(s) are
severity. Typically, 20 minutes are spaofdaeenith the
patient and/@mily.

Home visit for the evaluation and management of a n
patient, which requires these 3 key components: An €
problem focused history; An expanded problem focus
examination; and Medical decision makirgpofptaxity.
Counseling and/or coordination of care with other phy
other qualified health care professionals, or agencies
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the presentin
protlem(s) are of moderate severity. Typically, 30 min
spent facw-face with the patient and/or family.

Home visit for the evaluation and management of a n
patient, which requires these 3 key compotetaited
history; A detailed examination; and Medical decision
of moderate complexity. Counseling and/or coordinati
care with other physicians, other qualified health care
professionals, or agencies are provided consistent wi
nature of éhproblem(s) and the patient's and/or family'
needs. Usually, the presenting problem(s) are of mod
high severity. Typically, 45 minutes are spedataceith
the patient and/or family.

Home visit for teealuation and management of a new
patient, which requires these 3 key components: A
comprehensive history; A comprehensive examinatiol
Medical decision making of moderate complexity. Col
and/or coordination of care with other physicians, oth:
qualified health care professionals, or agencies are pi
consistent with the nature of the problem(s) and the p
and/or family's needs. Usually, the presenting probler
of high severity. Typically, 60 minutes are spefdadace
withthe patient and/or family.

Home visit for the evaluation and management of a n
patient, which requires these 3 key components: A
comprehensive history; A comprehensive examinatiol
Medical decision making ofchigiplexity. Counseling an
coordination of care with other physicians, other quali
health care professionals, or agencies are provided c
with the nature of the problem(s) and the patient's an
family's needs. Usually, the patientislemsthas
developed a significant new problem requiring immed
physician attention. Typically, 75 minutes are sfeent fe
face with the patient and/or family.

Home visit for the evaluation and management of an
established patient, which requires at least 2 of these
components: A problem focused interval history; A pr
focused examination; Straightforward medical decisic
making. Counseling and/or coordination of care with (
physicians, other gieglihealth care professionals, or
agencies are provided consistent with the nature of tt
problem(s) and the patient's and/or family's needs. U
presenting problem(s) are self limited or minor. Typici
minutes are spent faetace with éhpatient and/or family

Amount
71.37

102.94

167.90

235.16

285.94

71.37
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Amount
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99348

99349

99350

99354

99355

99356

99357

99358

99359

99360

99366

99367

Description

Home visit for the evaluation and management of an
established patient, which requires at least 2 of these
components: An expanded problem focused interval |
An expanded problecused examination; Medical deci
making of low complexity. Counseling and/or coordini
care with other physicians, other qualified health care
professionals, or agencies are provided consistent wi
nature of the problem(s) and the patieiits family's
needs. Usually, the presenting problem(s) are of low !
moderate severity. Typically, 25 minutes are sfuefiack
with the patient and/or family.

Home visit for the evaluation and management of an
established patient, which requires at least 2 of these
components: A detailed interval history; A detailed
examination; Medical decision making of moderate cc
Counseling and/or coordination of care with other phy
other qualified Hisecare professionals, or agencies are
provided consistent with the nature of the problem(s)
patient's and/or family's needs. Usually, the presentin
problem(s) are moderate to high severity. Typically, 4
minutes are spent féeface with thefpent and/or family.
Home visit for the evaluation and management of an
established patient, which requires at least 2 of these
components: A comprehensive interval history; A
comprehensive examination; Meeldisibn making of
moderate to high complexity. Counseling and/or coor:
of care with other physicians, other qualified health cz
professionals, or agencies are provided consistent wi
nature of the problem(s) and the patient's and/or fami
needs. Usually, the presenting problem(s) are of mod
high severity. The patient may be unstable or may ha
developed a significant new problem requiring immed
physician attention. Typically, 60 minutes are sfment fe
face with the patiant/or family.

Prolonged evaluation and management or psychothe
service(s) (beyond the typical service time of the prim
procedure) in the office or other outpatient setting req
direct patient contaeyond the usual service; first hour
separately in addition to code for office or other outpa
Evaluation and Management or psychotherapy servic
Prolonged evaluation and management or psychothe
service(s) (beyond the typical service time of the prim
procedure) in the office or other outpatient setting req
direct patient contact beyond the usual service; each
30 minutes (List separately in addition to code for pro
servicg

Prolonged service in the inpatient or observation setti
requiring unit/floor time beyond the usual service; firsi
(List separately in addition to code for inpatient Evalu
Management service)

Prolonged service in the inpatient or observation setti
requiring unit/floor time beyond the usual service; eac
additional 30 minutes (List separately in addition to cc
prolonged service)

Prolonged evaluation and management service befor
after direct patient care; first hour

Prolonged evaluation and management service befor
after direct patient care; each additional 30 minutes (I
separately in addition to code for prolonged service)
Standby service, requiring prolonged attendance, eac
minutes (eg, operative standby, standby for frozen se
cesarean/high risk deliveryydoitoring EEG)

Medical team conference with interdisciplinary team c
care professionals, faEfce with patient and/or family,
minutes or more, participation by nonphysician qualifi
careprofessional

Medical team conference with interdisciplinary team c
care professionals, patient and/or family not present,
minutes or more; participation by physician

Amount
108.43

166.53

231.04

167.90

128.10

118.95

119.41

144.11

69.54

79.15

55.36

73.20
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FUD
XXX

XXX

XXX
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277
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99368

9936M

99374

99375

99377

99378

99379

Description

Medical teanonference with interdisciplinary team of f
care professionals, patient and/or family not present,
minutes or more; participation by nonphysician qualifi
care professional

Medical Conference Iphgsician or qualified health care
professional with interdisciplinary team case manage!
coordinate activities of patient care.

Supervision of a patient under care of home health a¢
(patient not present) in hdiomjciliary or equivalent
environment (eg, Alzheimer's facility) requiring compl
multidisciplinary care modalities involving regular dev
and/or revision of care plans by that individual, review
subsequent reports of patient status,afend@ated
laboratory and other studies, communication (includir
telephone calls) for purposes of assessment or care ¢
with health care professional(s), family member(s), st
decision maker(s) (eg, legal guardian) and/or key car
inwlved in patient's care, integration of new informatic
the medical treatment plan and/or adjustment of medi
therapy, within a calendar mor29; hnutes
Supervision of a patient under care of horegkeaith
(patient not present) in home, domiciliary or equivaler
environment (eg, Alzheimer's facility) requiring compl
multidisciplinary care modalities involving regular dev
and/or revision of care plans by that individual, review
subsegent reports of patient status, review of related
laboratory and other studies, communication (includir
telephone calls) for purposes of assessment or care (
with health care professional(s), family member(s), st
decision maker(s) (eg, lggaidian) and/or key caregive
involved in patient's care, integration of new informati
the medical treatment plan and/or adjustment of medi
therapy, within a calendar month; 30 minutes or more
Supervision of a hospice patient (patient not present)
complex and multidisciplinary care modalities involvin
development and/or revision of care plans by that ind
review of subsequent reports of patient status, review
relatedaboratory and other studies, communication (ir
telephone calls) for purposes of assessment or care ¢
with health care professional(s), family member(s), st
decision maker(s) (eg, legal guardian) and/or key car
involved ingtient's care, integration of new information
the medical treatment plan and/or adjustment of medi
therapy, within a calendar mor29; tnutes
Supervision of a hospice patient (patient notrprpseng
complex and multidisciplinary care modalities involvin
development and/or revision of care plans by that ind
review of subsequent reports of patient status, review
related laboratory and other studies, communication (
telephone calls) for purposes of assessment or care ¢
with health care professional(s), family member(s), st
decision maker(s) (eg, legal guardian) and/or key car
involved in patient's care, integration of new informati
themedical treatment plan and/or adjustment of medit
therapy, within a calendar month; 30 minutes or more
Supervision of a nursing facility patient (patient not pr
requiring complex amdltidisciplinary care modalities
involving regular development and/or revision of care
that individual, review of subsequent reports of patien
review of related laboratory and other studies, commt
(including telephone callguigroses of assessment or ¢
decisions with health care professional(s), family mer
surrogate decision maker(s) (eg, legal guardian) and/
caregiver(s) involved in patient's care, integration of r
information into the medical treatmesmgblanadjustmen
of medical therapy, within a calendar m@stimibtes

Amount
47.58

96.40
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89.67
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89.67
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99381

99382

99383

99384

99385

99386

99387

99391

99392

Description

Supervision of a nursing facility patient (patient not pr
requiring complex and multidisciplinary care modalitie
involving reguldevelopment and/or revision of care ple
that individual, review of subsequent reports of patien
review of related laboratory and other studies, commu
(including telephone calls) for purposes of assessmet
decisions with heaitine professional(s), family membel
surrogate decision maker(s) (eg, legal guardian) and/
caregiver(s) involved in patient's care, integration of r
information into the medical treatment plan and/or ad
of medical therapy, within adatenonth; 30 minutes or
more

Initial comprehensive preventive medicine evaluation
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, new patient; infa
younger than 1 year)

Initial comprehensive preventive medicine evaluation
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, new patient; earl
childhood (age 1 thiodgears)

Initial comprehensive preventive medicine evaluation
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk faateduction interventions, and the orde
of laboratory/diagnostic procedures, new patient; late
childhood (age 5 through 11 years)

Initial comprehensive preventive medicine evaluation
management ofiadividual including an age and gende
appropriate history, examination, counseling/anticipat
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, new patient; ado
(age 12 through 17 years)

Initial comprehensive preventive medicine evaluation
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk factor reduttterventions, and the orderii
of laboratory/diagnostic procedures, new psfeyedi8

Initial comprehensive preventive medicine evaluation
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, new pdieypeatd

Initial comprehengiveventive medicine evaluation and
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, &\ p&tyears an
older

Periodic comprehensive preventive medicine reevalui
management of an individual including an age and ge
appropriate history, examinatanseling/anticipatory
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, established patie
(age younger than 1 year)

Periodic comprehengik@/entive medicine reevaluation
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic proceduredisbsthpatient; earl'
childhood (age 1 through 4 years)

Amount

143.20

150.06

156.01
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170.19

197.64

214.11

129.02

137.71

PC

Amount

TC
Amount

FUD

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

Assist
Surg

APC
Amount

124.83

136.75
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PC TC Assist APC

Description Amount Amount Amount Surg Amount

99393  Periodic comprehensive preventive medicine reevalu; 137.25 XXX N 113.46
management of an individual including an age and ge
appropriate history, examinatianseling/anticipatory
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, established patie
childhood (age 5 through 11 years)

99394  Periodicomprehensive preventive medicine reevaluat 150.52 XXX N 119.63
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnosticgutares, established patient;
adolescent (age 12 through 17 years)

99395  Periodic comprehensive preventive medicine reevalu; 153.72 XXX N 121.55
management of an individual including an age and ge
appropriate histagyamination, counseling/anticipatory
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, established Btie
years

99396 Periodic comprehensive prevemtigigine reevaluation a 163.79 XXX N 131.17
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk factor reduction interventions, and the ¢
of laboratory/diagnostic procedures, establishtdlgti
years

99397  Periodic comprehensive preventive medicine reevalu 176.14 XXX N 115.10
management of an individual including an age and ge
appropriate history, examination, counseling/anticipat
guidance/risk faateduction interventions, and the orde
of laboratory/diagnostic procedures, established patie
years and older

99401 Preventive medicine counseling and/or risk factor red 50.33 XXX N 95.29
intervention(s) provided tadimidual (separate procedu
approximately 15 minutes

99402  Preventive medicine counseling and/or risk factor red 82.81 XXX N 109.16
intervention(s) provided to an individual (separate prc
approximately 30 minutes

99403 Preventive medicine counseling and/or risk factor red 114.83 XXX N 121.95
intervention(s) provided to an individual (separate prc
approximately 45 minutes

99404  Preventive medicine counseling esklfactor reduction 146.86 XXX N 132.67
intervention(s) provided to an individual (separate prc
approximately 60 minutes

2 99406 Smoking and tobacco use cessation counseling visit; 19.22 XXX N 47.40

intermediate, greater than 3 minutes upittE3

~ 99407  Smoking and tobacco use cessation counseling visit; 36.60 XXX N 47.40
greater than 10 minutes
® 99408  Alcohol and/or substance (other than tobacco) abuse 46.21 XXX N 64.29

structured screening (eg, ADAIST), and brief interven
(SBI) services; 15 to 30 minutes
- 99409  Alcohol and/or substance (other than tobacco) abuse 89.21 XXX N 120.46

structured screening (eg, AUDIT, DAST), and brief in
(SBI) services; greater thaniBOtes

99411 Preventive medicine counseling and/or risk factor red 25.16 XXX N 74.22
intervention(s) provided to individuals in a group setti
(separate procedure); approximately 30 minutes

99412  Preventive medicine counseling and/or risk factor red 31.57 XXX N 64.61
intervention(s) provided to individuals in a group setti
(separate procedure); approximately 60 minutes

é 99415  Prolonged clinical staff service (the begooel the typica 12.81 277 N
service time) during an evaluation and management ¢
the office or outpatient setting, direct patient contact v
physician supervision; first hour (List separately in ad
code for outpatient Evaluation and Managerita)t se
é 99416  Prolonged clinical staff service (the service beyond th 5.49 277 N

service time) during an evaluation and management ¢
the office or outpatient setting, direct patient contact v
physiciasupervision; each additional 30 minutes (List
separately in addition to code for prolonged service)

94



Code
99429
99441

99442

99443

99444

99446

99447

99448

99449

99450

99451

Description
Unlisted preventive medicine service

Telephone evaluation and management serpitgsinjemn
or other qualified health care professional who may re
evaluation and management services provided to an
established patient, parent, or guardian not originatin
related E/M service provided within the previous 7 da
leading to d@&/M service or procedure within the next 2
hours or soonest available appointri@mhidutes of
medical discussion

Telephone evaluation and management service by a
or other qualified health peofessional who may report
evaluation and management services provided to an
established patient, parent, or guardian not originatin
related E/M service provided within the previous 7 da
leading to an E/M service or procedure withirRéhe nex
hours or soonest available appointmr2ditniiutes of
medical discussion

Telephone evaluation and management service by a
or other qualified health care professional who may re
evaluation amdanagement services provided to an
established patient, parent, or guardian not originatin
related E/M service provided within the previous 7 da
leading to an E/M service or procedure within the nex
hours or soonest available appoir2kgdtminutes of
medical discussion

Online evaluation and management service provided
physician or other qualified health care professional v
report evaluation and management services provided
established patient or guardian, not originating from a
E/M service provided within the previous 7 days, usin
Internet or similar electronic communications network
Interprofessionalephone/Internet/electronic health rec
assessment and management service provided by a
consultative physician, including a verbal and written
the patient's treating/requesting physician or other qu
health care professiondl) finess of medical consultati
discussion and review

Interprofessional telephone/Internet/electronic health
assessment and management service provided by a
consultative physician, including a verbal anepoitten
the patient's treating/requesting physician or other qu
health care professional@ tninutes of medical
consultative discussion and review
Interprofessionalephone/Internet/electronic health rec
assessment and management service provided by a
consultative physician, including a verbal and written
the patient's treating/requesting physician or other qu
health care professionaB@nintes of medical
consultative discussion and review

Interprofessional telephone/Internet/electronic health
assessment and management service provided by a
consultative physician, including a verbal anepoitten
the patient's treating/requesting physician or other qu
health care professional; 31 minutes or more of medit
consultative discussion and review

Basic life and/or disability examinatioc|tides:
Measurement of height, weight, and blood pressure;
Completion of a medical history following a life insura
forma,; Collection of blood sample and/or urinalysis cc
with “chain of custody" protocols; and Completion of 1
documetion/certificates.

Interprofessional telephone/Internet/electronic health
assessment and management service provided by a
consultative physician, including a written report to th
patient'sreating/requesting physician or other qualifiec
care professional, 5 minutes or more of medical cons
time

Amount
BR
17.84

34.77

51.24

18.76

23.33

46.21

69.54

92.42

15.56

47.58

PC
Amount

TC
Amount

Assist
FUD Surg
XXX N
XXX N
XXX N
XXX N
XXX N
XXX N
XXX N
XXX N
XXX N
XXX N
XXX N

APC
Amount

30.08
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99452

99453

99454

99455

99456

99457

99460

99461

99462

99463

99464

99465

99466

99467

99468

99469

99471

99472

Description

Interprofessional telephone/Internet/electronic health
referral service(s) provideditating/requesting physicii
or other qualified health care professional, 30 minutes
Remote monitoring of physiologic parameter(s) (eg, v
blood pressure, pulse oximetry, respiratory flow rate),
setup angbatient education on use of equipment
Remote monitoring of physiologic parameter(s) (eg, v
blood pressure, pulse oximetry, respiratory flow rate),
device(s) supply with daily recordiny@jrammed alert(
transmission, each 30 days

Work related or medical disability examination by the
physician that includes: Completion of a medical histc
commensurate with the patient's cofditiormance of ai
examination commensurate with the patient's conditic
Formulation of a diagnosis, assessment of capabilitie
stability, and calculation of impairment; Development
medical treatment plan; and Completion of necessary
documeation/certificates and report.

Work related or medical disability examination by otht
the treating physician that includes: Completion of a r
history commensurate with the patient's condition;
Performance of an examination commensurate with t|
patient's condition; Formulation of a diagnosis, asses
capabilities and stability, and calculation of impairmer
Development of future medical treatment plan; and C
of necessary docuragéinth/certificates and report.
Remote physiologic monitoring treatment manageme
services, 20 minutes or more of clinical staff/physiciar
qualified health care professional time in a calendar n
requiringnteractive communication with the patient/cai
during the month

Initial hospital or birthing center care, per day, for eva
and management of normal newborn infant

Initial care, per day, for evaluation and management
newborn infant seen in other than hospital or birthing

Subsequent hospital care, per day, for evaluation anc
management of normal newborn

Initial hospital or birthing center care, per day, for eva
and management of normal newborn infant admitted
discharged on the same date

Attendance at delivery (when requesteddijvérang
physician or other qualified health care professional) i
stabilization of newborn

Delivery/birthing room resuscitation, provision of posi
pressure ventilation and/or chest compressions in the
presence of acute inadequate ventilation and/or cardi
Critical care fatmface services, during an interfacility
transport of critically ill or critically injured pediatric pa
months of ageyaunger; first-3@ minutes of harus
care during transport

Critical care fatmface services, during an interfacility
transport of critically ill or critically injured pediatric pa
months of ageyaunger; each additional 30 minutes (L
separately in addition to code for primary service)
Initial inpatient neonatal critical care, per day, for the
evaluation and management of a critically ill neonate,
ofage or younger

Subsequent inpatient neonatal critical care, per day, f
evaluation and management of a critically ill neonate,
of age or younger

Initial inpatiepédiatric critical care, per day, for the
evaluation and management of a critically ill infant or
child, 29 days through 24 months of age

Subsequent inpatient pediatric critical care, per day, f
evaluation and management of a critically ill infant or
child, 29 days through 24 months of age

Amount
47.58

24.71

81.44

250.00

250.00

65.42

123.98

118.04

54.44

143.20

96.99

188.95

308.81

154.18

1189.50

514.23

1029.83

527.50

PC
Amount

TC
Amount

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

7277

XXX

XXX

XXX

XXX

Assist
Surg

N

APC
Amount

164.51

52.77

164.51

164.51

747.62
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PC TC Assist APC

Description Amount Amount Amount Surg Amount

99475 Initial inpatient pediatric critical care, per day, for the 724.68 XXX N
evaluation and management of a critically illyiofag or
child, 2 through 5 years of age
99476  Subsequent inpatient pediatric critical care, per day, f 451.10 XXX N
evaluation and management of a critically ill infant or
child, 2 through 5 years of age
99477 Initial hospital care, per day, for the evaluation and 450.64 XXX N
management of the neonate, 28 days of age or younc¢
requires intensive observation, frequent interventions
other intensive care services
99478  Subsequent intensive care, per day, for the evaluatiol 177.05 XXX N
management of the recovering very low birth weight ii
(present body weight less than 1500 grams)
99479  Subsequent intensive care, per day, for the evaluatiol 161.04 XXX N
management of the recovering low birth weight infant
body weight of 152800 grams)
99480 Subsequent intensive care, per day, for the evaluatiol 154.18 XXX N
management of the recovering infant (present body w
25035000 grams)
99483  Assessment of and care planning for a patient with cc 334.89 XXX N 108.47
impairment, requiring an independent historian, in the
other outpatient, home or domiciliary or rest home, wi
thefollowing required elements: Cododtised evaluatior
including a pertinent history and examination; Medica
making of moderate or high complexity; Functional
assessment (eg, basic and instrumental activities of ¢
living), including dexishaking capacity; Use of
standardized instruments for staging of dementia (eg,
functional assessment staging test [FAST], clinical de
rating [CDRY]); Medication reconciliation and review fo
risk medications; Evaluation for neuropsychiatric and
behavioral symptoms, including depression, including
standardized screening instrument(s); Evaluation of s
home), including motor vehicle operation; Identificatic
caregiver(s), caregiver knowledge, caregiver needs, ¢
supports, arthe willingness of caregiver to take on cal
tasks; Development, updating or revision, or review o
Advance Care Plan; Creation of a written care plan, ir
initial plans to address any neuropsychiatric sympterr
cognitive symptonusictional limitations, and referral to
community resources as needed (eg, rehabilitation se
adult day programs, support groups) shared with the
and/or caregiver with initial education and support. Ty
50 minutes are spent{adacewith the patient and/or
family or caregiver.
99484  Care management services for behavioral health con 61.76 XXX N 47.40
least 20 minutes of clinical staff time, directed by a pt
or other qualified health peofessional, per calendar mc
with the following required elements: initial assessme
followup monitoring, including the use of applicable ve
rating scales; behavioral health care planning in relati
behavioral/psychiatric health preblecluding revision fo
patients who are not progressing or whose status che
facilitating and coordinating treatment such as psychc
pharmacotherapy, counseling and/or psychiatric cons
and continuity of care with a designated ofah®eare
team.
99485  Supervision by a control physician of interfacility trans 99.28 XXX N
of the critically ill or critically injured pediatric patient,
months of age or younger, includeayammmunication
withtransport team before transport, at the referring fs
and during the transport, including data interpretation
report; first 30 minutes



99486

99487

99489

99490

99491

99492

Description

Supervision by a control physician of interfacility trans
of thecritically ill or critically injured pediatric patient, 2
months of age or younger, includesayammmunication
with transport team before transport, at the referring f
and during the transport, including data interpretation
report; each atidnal 30 minutes (List separately in adc
to code for primary procedure)

Complex chronic care management services, with the
following required elements: multiple (two or more) ct
conditions expected to ldefat 12 months, or until the
death of the patient, chronic conditions place the patit
significant risk of death, acute exacerbation/decompe
or functional decline, establishment or substantial rev
comprehensive care plan, modefagg @omplexity
medical decision making; 60 minutes of clinical staff t
directed by a physician or other qualified health care
professional, per calendar month.;

Complex chronic care management services, with the
following required elements: multiple (two or more) ct
conditions expected to last at least 12 months, or unti
death of the patient, chronic conditions place the patit
significant risk of death, acute exacerbation/decompe
or functial decline, establishment or substantial revisi
comprehensive care plan, moderate or high complexi
medical decision making; 60 minutes of clinical staff t
directed by a physician or other qualified health care
professional, per calendar meath;additional 30 minut
of clinical staff time directed by a physician or other q
health care professional, per calendar month (List sej
in addition to code for primary procedure)

Chronic careanagement services, at least 20 minutes
clinical staff time directed by a physician or other qua
health care professional, per calendar month, with the
following required elements: multiple (two or more) ct
conditions expected to laststt1@amonths, or until the
death of the patient; chronic conditions place the patit
significant risk of death, acute exacerbation/decompe
or functional decline; comprehensive care plan establ
implemented, revised, or monitored.

Chronic care management services, provided person
physician or other qualified health care professional, i
30 minutes of physician or other qualified health care
professional time, per calendar month, feitbviieg
required elements: multiple (two or more) chronic con
expected to last at least 12 months, or until the death
patient; chronic conditions place the patient at signific
of death, acute exacerbation/decompensation, ai fun
decline; comprehensive care plan established, impler
revised, or monitored.

Initial psychiatric collaborative care management, firs
minutes in the first calendar month of behavioral heal
manageactivities, in consultation with a psychiatric
consultant, and directed by the treating physician or c
qualified health care professional, with the following r
elements: outreach to and engagement in treatment ¢
patient directed by the trgathysician or other qualified
health care professional; initial assessment of the pat
including administration of validated rating scales, wit
development of an individualized treatment plan; revit
psychiatric consultant with modifgcafithe plan if
recommended; entering patient in a registry and track
patient folleup and progress using the registry, with
appropriate documentation, and participation in week
caseload consultation with the psychiatric consultant;
provisionf brief interventions using evitaseel
technigues such as behavioral activation, motivationa
interviewing, and other focused treatment strategies.

Amount
86.01

118.04

59.02

53.53

106.60

205.88

PC
Amount

TC
Amount

Assist APC
FUD Surg Amount
XXX N
XXX N 108.47
7277 N
XXX N 108.47
XXX N
XXX N 108.47
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99493

99494

99495

99496

99497

99498

99499

Description

Subsequent psychiatric collaborative care manageme
60minutes in a subsequent month of behavioral healt
manager activities, in consultation with a psychiatric
consultant, and directed by the treating physician or c
qualified health care professional, with the following r
elements: trackindigat followp and progress using the
registry, with appropriate documentation; participatior
weekly caseload consultation with the psychiatric con
ongoing collaboration with and coordination of the pai
mental health care with the geattiysician or other quali
health care professional and any other treating mente
providers; additional review of progress and recomme
for changes in treatment, as indicated, including medi
based on recommendations provideddsychiatric
consultant; provision of brief interventions using evide
based techniques such as behavioral activation, moti'
interviewing, and other focused treatment strategies;
monitoring of patient outcomes using validated rating
and elapse prevention planning with patients as they .
remission of symptoms and/or other treatment goals
prepared for discharge from active treatment.

Initial or subsequent psychiattaborative care
management, each additional 30 minutes in a calend:
of behavioral health care manager activities, in consu
with a psychiatric consultant, and directed by the trea
physician or other qualified health care profeisgional (
separately in addition to code for primary procedure)
Transitional Care Management Services with the follc
required elements: Communication (direct contact, te
electronic) with the patient arattegiver within 2 busine:
days of discharge Medical decision making of at least
moderate complexity during the service perodaeace
visit, within 14 calendar days of discharge
Transitional Cavianagement Services with the followir
required elements: Communication (direct contact, te
electronic) with the patient and/or caregiver within 2 k
days of discharge Medical decision making of high cc
during the service period -afeee visit, within 7 calend:
days of discharge

Advance care planning including the explanation and
discussion of advance directives such as standard fol
completion of such forms, when performed)hipgitien
or other qualified health care professional; first 30 mir
facetoface with the patient, family member(s), and/or
surrogate

Advance care planning including the explanation and
discussion of advadaectives such as standard forms
completion of such forms, when performed), by the pl
or other qualified health care professional; each addit
minutes (List separately in addition to code for primar
procedure)

Unlisted evaluation and management service

Amount
164.24

85.10

211.37

298.29

109.80

96.53

BR

PC
Amount

TC
Amount

FUD
XXX

277

XXX

XXX

XXX

7277

XXX

Assist
Surg

N

APC
Amount

108.47

164.51

164.51

108.47
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ANESTHESIA

Note: Rules used by all physicians in reporting their services are presented in the General Rules sectiorsee the
Modifier and Code Rules section for detailed information on modifiers.

| . INTRODUCTION

The20l9A mer i can Society of Anees\VabeGile®lisoegogrizédsadan apparSphigte R e |
assessment of current relative values for specific anesthesiology procedures. It is the basis for the assigned base
units for CPT codes in the Anesthesia section of the Fee Schedule.

The conversion factor for anesthesia services has been designated at $50.00 per unit.
Total anesthesia value is defined in the following formula:

(Base units + time units + modifying units) x conversion factor = reimbursement

| 1 BASE UNITS

Base units are listed for most procedures. Tlis value is determined by the complexity of the service and includes
all usual anesthesia services except the time actively spent in anesthesia care and the modifying factors. The
base units include preoperative and postoperative visits, the administration of fluids and/or blood incident to

the anesthesia care, and interpretation of non-invasive monitoring (ECG, temperature, blood pressure, oximetry,
and other usual monitoring procedures). The basic anesthesia unit includes the routine follow-up care and
observation (including recovery room observation and monitoring). When multiple surgical procedures are
performed during the same period of anesthesia, only the highest base unit allowance of the various surgical
procedures will be used.

| 1 TIME UNITS

Anesthesia time begins when the anesthesiologist starts the preparation of the patient for anesthesia in the
preoperative area, the operating room or a similar area, and ends when the injured employee is placed under
postoperative care, such as transfer to the recovery room.

The anesthesia time units will be calculated in 15minute intervals, or portions thereof, equaling one (1) time
unit. No additional time units are allowed for recovery room time and monitoring.

| VSPECIAL CIRCUMSTANCES

A. Physical Status Modifiers . Physical status modifiers are represented by the initial letter P followed by a
single digit from one (1) to six (6) defined below:

Status Description Base Units
P1  |A normal healthy patient 0
P2  |A patient with mild systemic disease 0
P3  |A patient with severe systemic disease 1
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P4  |A patient with severe systemic disease that is a constant threat to life 2

P5  |A moribund patient who is not expected to survive without the 3
operation
P6  |A patient declared brain-dead whose organs are being removed for 0

donor purposes

Thesesix evel s are consistent with the American Soci et
physical status.Physical status is included in CPT to distinguish between various levels of complexity of

the anesthesiaservice provided. Documentation submitted with the billing must include the indicators

that justify physical status for P3, P4, and P5.

| . Qualifying Circumstances

1. Many anesthesia services are provided under particularly difficult circumstances, depending onfactors
such as extraordinary condition of patient, notable operative condition, and/or unusual risk factors.
These procedures would not be reported alone but would be reported as additional procedure
numbers qualifying an anesthesia procedure or service.

CPT Code Description Units

99100 Anesthesia for patient of extreme age, younger than 1 year 1
and older than 70 (List separately in addition to code for
primary anesthesia procedure)

99116 Anesthesia complicated by utilization of total body 5
hypothermia (List separately in addition to code for primary
anesthesia procedure)

99135 Anesthesia complicated by utilization of controlled 5
hypotension (List separately in addition to code for primary
anesthesia procedure)

Mississippi guideline: Documentation must include
maintaining BP at 100 for one hour or more.

99140 IAnesthesia complicated by emergency conditions (specify) 2
(List separately in addition to code for primary anesthesia
procedure)

2. Payers must utilize theirmedical consultants when there is a question regarding modifiers and/or
special circumstances for anesthesia charges.

V. MONITORED ANESTHESIA CARE

Monitored anesthesia care occurs when the attending physician requests that an anesthesiologist be present
during a procedure. This may be to ensure compliance with accepted procedures of the facility. Monitored
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anesthesia care includes preanesthesia exam and evaluation of the patient. The anesthesiologist must

participate or provide medical direction for the plan of care. The anesthesiologist, resident, or nurse anesthetist
must be in continuous physical presence and provide diagnosis and treatment of emergencies. This will also

include non-invasive monitoring of cardiocirculatory and respiratory systems with administration of oxygen

and/or intravenous administration of medications. Reimbursement will be the same as if general anesthesia had

been administered (time units + base units).

VI. REIMBURSEMENT FOR ANESTHESIA SERVICES

A. Criteria for Reimbursement . Anesthesia services may be billed for any one of the three following
circumstances:

1. An anesthesiologist provides total and individual anesthesia service.

2. An anesthesiologist directs a Certified Registered Nurse Anesthetist (CRNA).

3. Anesthesia providedbyaCRNA wor king independent of an anest he

under the following conditions:
a The service falls within the CRNAGs scope

b. The service is supervised by a licensed health care proder who has prescriptive authority in
accordance with the clinical privileges individually granted by the hospital or other health care
organization.

B. Reimbursement

1. The maximum allowable reimbursement (MAR) for anesthesia is calculated by adding the base urit
value, the number of time units, any applicable modifier and/or unusual circumstances units, and
multiplying the sum by a dollar amount (conversion factor) allowed per unit.

2. Reimbursement includes the usual pre- and postoperative visits, the care by the anesthesiologist during
surgery, the administration of fluids and/or blood, and the usual monitoring services. Unusual forms of

monitoring, such as central venous, intra-arterial, and Swan Ganz monitoring, may be reimbursed
separately.

3. When an unlisted service or procedure is provided, the value should be substantiated with a report.
Unlisted services are identified in this Fee Schedule as by report (BR).

4. When itis necessary to have a second anesthesiologist, the necessity should be substantiated by repar
The second anesthesiologist will receive five base units + time unitsx the conversion factor (calculation

of total anesthesia value).
5. Payment for covered anesthesia services is as follows:

a. When the anesthesiologist provides an anesthesia service diredly, payment will be made in
accordance with the Billing and Reimbursement Rules of this Fee Schedule.

b. When an anesthesiologist provides medical direction to the CRNA providing the anesthesia service,
then the reimbursement will be divided between the two p roviders (anesthesiologist and CRNA) at

fifty percent (50%).

c. When the CRNA provides the anesthesia service directly, then payment will be the lesser of the billed
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charge or eighty percent (80%) of the maximum allowable listed in the Fee Schedule for that
procedure.

6. Anesthesiologists or CRNAs must bill their services with the appropriate modifiers to indicate which one
provided the service. Bills NOT properly coded may cause a delay or error in reimbursement by the
payer. Application of the appropriate modif ier to the bill for service is the responsibility of the provider,
regardless of the place of service.For detailed information on anestheisa modifiers, refer to the Maodifier
and Code Rules section.

Code Description Base Unit

00100 ANESTHESIA SALIVARY GLANDS WITH BIOPSY 5.00
00102 ANESTHESIA CLEFT LIP INVOLVING PLASTIC REPAIR 6.00
00103 ANESTHESIA EYELID RECONSTRUCTIVE PROCEDURE 5.00
00104 ANESTHESIA ELECTROCONVULSIVE THERAPY 4.00
00120 ANESTHESIA EXTERNAL MIDINMER EAR W/BX NOS 5.00
00124 ANES EXTERNAL MIDDLE & INNER EAR W/BX OTOSCOPY 4.00
00126 ANES XTRNL MID & INNER EAR W/BX TYMPANOTOMY 4.00
00140 ANESTHESIA EYE NOT OTHERWISE SPECIFIED 5.00
00142 ANESTHESIA EYE LENS SURGERY 4.00
00144 ANESTHESIA EYE CORNEAL TRANSPLANT 6.00
00145 ANESTHESIA EYE VITREORETINAL SURGERY 6.00
00147 ANESTHESIA EYE IRIDECTOMY 6.00
00148 ANESTHESIA EYE OPHTHALMOSCOPY 4.00
00160 ANESTHESIA NOSE & ACCESSORY SINUSES NOS 5.00
00162 ANES NOSEACCESSORY SINUSES RADICAL SURGERY 7.00
00164 ANES NOSE & ACCESSORY SINUSES BIOPSY SOFT TISSUE 4.00
00170 ANESTHESIA INTRAORAL WITH BIOPSY NOS 5.00
00172 ANES INTRAORAL W/BIOPSY REPAIR CLEFT PALATE 6.00
00174 ANES INTRAORAL W/BXEXTROPHARYNGEAL TUMOR 6.00
00176 ANESTHESIA INTRAORAL W/BIOPSY RADICAL SURGERY 7.00
00190 ANESTHESIA FACIAL BONES OR SKULL NOS 5.00
00192 ANES FACIAL BONES/SKULL RAD SURG W/PROGNATHISM 7.00
00210 ANESTHESIA INTRACRANIAL PROCEDURE NOS 11.00
00211 ANES INTRACRANIAL CRANIOTOMY/CRANIECTOMY HMTMA 10.00
00212 ANESTHESIA INTRACRANIAL PROCEDURE SUBDURAL TAPS 5.00
00214 ANES INTRACRANIAL BURR HOLES W/VENTRICULOGRAPHY 9.00
00215 ANES INTRACRANIAL/ELEVATION DEPRSD SKULL FX XDRL 9.00
00216 ANESTHESIA INTRACRANIAL VASCULAR PROCEDURE 15.00
00218 ANES INTRACRANIAL PROCEDURE IN SITTING POSITION 13.00
00220 ANES INTRACRANIAL CEREBROSPINAL FLUID SHUNTING 10.00
00222 ANES INTRACRANIAL ELECTROCOAGULATION ICRA NERVE 6.00
00300 ANES INTEG MUSC & NRV HEAD NECK&POSTERIOR TRUNK 5.00
00320 ANES ESOPH THYRD LARYNX TRACH & LYMPH NECK 1YR 6.00
00322 ANES ESOPH THYRD LARX TRACH & LYMPH NCK BX THYRD 3.00
00326 ANESTHESIA LARYNX & TRACHEA CHILDREN <1 YEAR 8.00
00350 ANESTHESIA MAJOR VESSELS NECK NOS 10.00
00352 ANESTHESIA MAJOR VESSELS NECK SIMPLE LIGATION 5.00
00400 ANES INTEG EXTREMITIES ANT TRUNK & PERINEUM NOS 3.00
00402 ANESTHESIA RECONSTRUCTION BREAST 5.00
00404 ANESTHESRADICAL/MODIFIED RADICAL BREAST 5.00

103



Code Description Base Unit

00406 ANES RADICAL/MODIFIED RADICAL BREAST W/NODES 13.00
00410 ANES INTEG SYS ELEC CONVERSION ARRHYTHMIAS 4.00
00450 ANESTHESIA CLAVICLE AND SCAPULA NOS 5.00
00454 ANESTHESIA CLAVICLE & SCAPULA BIORSTLE 3.00
00470 ANESTHESIA PARTIAL RIB RESECTION NOS 6.00
00472 ANESTHESIA PARTIAL RIB RESECTION THORACOPLASTY 10.00
00474 ANESTHESIA PARTIAL RIB RESECTION RADICAL 13.00
00500 ANESTHESIA ESOPHAGUS 15.00
00520 ANESTHESIA CLOSED CHEBRONCHOSCOPY NOS 6.00
00522 ANESTHESIA CLOSED CHEST NEEDLE BIOPSY PLEURA 4.00
00524 ANESTHESIA CLOSED CHEST PNEUMOCENTESIS 4.00
00528 ANES MEDIASTINOSCOPY&THORACSCOPY W/O 1 LUNG VNTJ 8.00
00529 ANESMEDIASTINOSCOPY&THORACOSCOPY W/1 LUNG VNT 11.00
00530 ANES PERMANENT TRANSVENOUS PACEMAKER INSERTION 4.00
00532 ANESTHESIA ACCESS CENTRAL VENOUS CIRCULATION 4.00
00534 ANES TRANSVENOUS INSJ/REPLACEMENT PACING CVDFB 7.00
00537 ANESCARDIAC ELECTROPHYSIOL STDY W/RF ABLATION 10.00
00539 ANESTHESIA TRACHEOBRONCHIAL RECONSTRUCTION 18.00
00540 ANES THORACOTOMY & THORACOSCOPY NOS 12.00
00541 ANES THORACOTOMY & THORACOSCOPY W/1 LUNG VNTJ 15.00
00542 ANES THORACOTOMMH&RACOSCOPY DECORTICATION 15.00
00546 ANES THORACOTOMY & THORACOSCOPY PULMONARY RESC 15.00
00548 ANES THORACOTOMY &THORACSCOPY TRACHEA & BRONCHI 17.00
00550 ANESTHESIA FOR STERNAL DEBRIDEMENT 10.00
00560 ANES HRT PERICARDIAL SACERT W/O PMP OXT 15.00
00561 ANES HRT PERICARD SAC&GREAT VSLS W/PMP OXTJ <1YR 25.00
00562 ANES HRT PERICRD SAC&GRT VSLS W/PMP OXTJ >1MO PO 20.00
00563 ANES HRT PRCRD SAC & GREAT VSL W/PUMP OXTJ HYPTH 25.00
00566 ANES DIRECT CABG W/O FMEENATOR 25.00
00567 ANES DIRECT CABG W/PUMP OXYGENATOR 18.00
00580 ANES HEART TRANSPLANT/HEART/LUNG TRANSPLANT 20.00
00600 ANESTHESIA CERVICAL SPINE & CORD NOS 10.00
00604 ANES CERVICAL SPINE & CORD W/PATIENT SITTING 13.00
00620 ANESTHESIA THORACIC SPINE & CORD NOS 10.00
00625 ANES THRC SPINE & CORD ANT APPR W/O 1 LUNG VENTJ 13.00
00626 ANES THORACIC SPINE & CORD ANT APPR W/1 LNG VENT 15.00
00630 ANESTHESIA LUMBAR REGION NOS 8.00
00632 ANESTHESIA LUMBAR REGUMBAR SYMPATHECTOMY 7.00
00635 ANES DIAGNOSTIC/THERAPEUTIC LUMBAR PUNCTURE 4.00
00640 ANES MANIPULATE SPINE/CLSD CRV THORC/LUMBR SPINE 3.00
00670 ANESTHESIA EXTENSIVE SPINE & SPINAL CORD 13.00
00700 ANESTHESIA UPPER ANTERIOR ABDOMINNO®/ALL 4.00
00702 ANES UPR ANT ABDL WALL PERCUTANEOUS LIVER BX 4.00
00730 ANESTHESIA UPPER POSTERIOR ABDOMINAL WALL 5.00
00731 ANESTHESIA UPPER GI ENDOSCOPIC PX NOS 5.00
00732 ANESTHESIA UPPER GI ENDOSCOPIC PX ERCP 6.00
00750 ANESTHESIA HERNIA REPAIR UPPER ABDOMEN NOS 4.00
00752 ANES HRNA RPR UPR ABD LMBR&VENTRAL HERNIA&DEHISC 6.00
00754 ANES HERNIA REPAIR UPPER ABDOMEN OMPHALOCELE 7.00
00756 ANES HRNA REPAIR UPR ABD TABDL RPR DIPHRG HRNA 7.00
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Code Description Base Unit

00770 ANESTHESIA MAJOR ABDOMINAL BLOOD VESSELS 15.00
00790 ANES INTRAPERITONEAL UPPER ABDOMEN W/LAPS NOS 7.00
00792 ANES LAPS PARTIAL HEPATECTOMY W/MGMT LIVER HEMOR 13.00
00794 ANES LAPAROSCOPIC PARTIAL/TOTAL PANCREATECTOMY 8.00
00796 ANES APAROSCOPIC LIVER TRANSPLANT 30.00
00797 ANES IPR UPPER ABDOMEN LAPS GASTRIC RSTCV MO 11.00
00800 ANESTHESIA LOWER ANTERIOR ABDOMINAL WALL NOS 4.00
00802 ANES LOWER ANT ABDOMINAL WALL PANNICULECTOMY 5.00
00811 ANESTHESIA LOWER INGNMDOSCOPIC PX NOS 4.00
00812 ANESTHESIA LOWER INTST ENDOSCOPIC PX SCR COLSC 4.00
00813 ANESTHESIA COMBINED UPPER&LOWER GI ENDOSCOPIC PX 5.00
00820 ANESTHESIA LOWER POSTERIOR ABDOMINAL WALL 5.00
00830 ANESTHESIA HERNIA REPAIR LABIEBMEN NOS 4.00
00832 ANES LWR ABD VENTRAL & INCISIONAL HERNIA REPAIR 6.00
00834 ANES HERNIA REPAIR LOWER ABDOMEN NOS & 1YR AGE 5.00
00836 ANES HRNA RPR LWR ABD NOS INFTS <37WK BRTH/50WK 6.00
00840 ANESTHESIA INTRAPERITONEAL LOWBR.ABB NOS 6.00
00842 ANES IPER LOWER ABDOMEN W/LAPS AMNIOCENTESIS 4.00
00844 ANES IPER LOWER ABD W/LAPS ABDOMINOPRNL RESCJ 7.00
00846 ANES IPER LOWER ABD W/LAPS RAD HYSTERECTOMY 8.00
00848 ANES IPER LOWER ABD W/LAPS EHBNCTERATION 8.00
00851 ANES IPER LWR ABD W/LAPS TUBAL LIGATION/TRANSECT 6.00
00860 ANES EXTRAPERITONEAL LWR ABD W/URINARY TRACT NOS 6.00
00862 ANES XTRPRTL LOWER ABD UR TRACT RENAL DON NFRCT 7.00
00864 ANES XTRPRTL LWER ABD W/URTRARY TOT CYSTEC 8.00
00865 ANES XTRPRTL LWR ABD W/URINARY TRACT RAD PRSTECT 7.00
00866 ANES XTRPRTL LOWER ABD W/URIN TRACT ADRENLECTOMY 10.00
00868 ANES XTRPRTL LWR ABD W/URIN TRACT RENAL TRANSPL 10.00
00870 ANES XTRPRTL LWR ABD WIBRART CSTOLITHOTOMY 5.00
00872 ANES LITHOTRP XTRCORP SHOCK WAVE W/WATER BATH 7.00
00873 ANES LITHOTRP XTRCORP SHOCK WAVE W/O WATER BATH 5.00
00880 ANESTHESIA MAJOR LOWER ABDOMINAL VESSELS NOS 15.00
00882 ANES MAJOR LOWER ABDOMBRBEGELS IVC LIGATION 10.00
00902 ANESTHESIA ANORECTAL PROCEDURE 5.00
00904 ANESTHESIA RADICAL PERINEAL PROCEDURE 7.00
00906 ANESTHESIA VULVECTOMY 4.00
00908 ANESTHESIA PERINEAL PROSTATECTOMY 6.00
00910 ANES TRANSURETHRAURETHROCYSTOSCOPY NOS 3.00
00912 ANES TRANSURETHRAL RESECTION OF BLADDER TUMOR 5.00
00914 ANESTHESIA TRANSURETHRAL RESECTION OF PROSTATE 5.00
00916 ANES TRURL PGBRURL RESECTION BLEEDING 5.00
00918 ANES TRURL FRAGMNTJ MANJ&RETERAL CALCULUS 5.00
00920 ANESTHESIA MALE GENITALIA INCL OPEN URETHRAL PX 3.00
00921 ANES VASECTOMY UNI/BI INCL OPEN URETHRAL PX 3.00
00922 ANES SEMINAL VESICLES INCL OPEN URETHRAL PX 6.00
00924 ANES UNDSCND TESTIS UNI/BI INCL OPEN URTL PX 4.00
00926 ANES RAD ORCHIECTOMY INGUN INCL OPEN URTL PX 4.00
00928 ANES RAD ORCHIECTOMY ABDOMINAL INCL OPN URTL 6.00
00930 ANES ORCHIOPEXY UNI/BI INCL OPEN URETHRAL PX 4.00
00932 ANES COMPLETE AMPUTATION PENIS INCL OPEN URTL 4.00
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00934 ANES RAD AMP PENIS W/BI INGUINAL LYMPH NODE RMVL 6.00
00936 ANES RAD AMP PENIS W/BI INGUNL&ILIAC LYMPH RMOVL 8.00
00938 ANES INSJ PENILE PROSTH PRNL INCL OPEN URTL 4.00
00940 ANESTHESIA VAGINAL PROCEDURE W/BIOPSY NOS 3.00
00942 ANESCOLPTMY VAGNC COLPRPHY INCL BX W/OPN URTL 4.00
00944 ANESTHESIA VAGINAL HYSTERECTOMY INCL BIOPSY 6.00
00948 ANESTHESIA CERVICAL CERCLAGE INCLUDING BIOPSY 4.00
00950 ANESTHESIA CULDOSCOPY INCLUDING BIOPSY 5.00
00952 ANESHYSTEROSCOPY&/HYSTEROSALPINGOGRAPHY W/BX 4.00
01112 ANES BONE MARROW ASPIR&/BX ANT/PST ILIAC CREST 5.00
01120 ANESTHESIA ON BONY PELVIS 6.00
01130 ANESTHESIA BODY CAST APPLICATION OR REVISION 3.00
01140 ANESTHESIA INTERPELVI ABDOMMNRAITATION 15.00
01150 ANES RADICAL TUMOR PELVIS XCP HINDQUARTER AMP 10.00
01160 ANES CLOSED SYMPHYSIS PUBIS/SACROILIAC JOINT 4.00
01170 ANES OPEN SYMPHYSIS PUBIS/SACROILIAC JOINT 8.00
01173 ANES OPN RPR DISRPJ PELVIS/COLWEETABULUM 12.00
01200 ANESTHESIA CLOSED HIP JOINT PROCEDURE 4.00
01202 ANESTHESIA ARTHROSCOPIC HIP JOINT PROCEDURE 4.00
01210 ANESTHESIA OPEN HIP JOINT PROCEDURE NOS 6.00
01212 ANESTHESIA OPEN HIP JOINT DISARTICULATION 10.00
01214 ANESTHESIA OPEN TOTAL HIP ARTHROPLASTY 8.00
01215 ANESTHESIA OPEN REVISION TOTAL HIP ARTHROPLASTY 10.00
01220 ANESTHESIA CLOSED PROCEDURES UPPER 2/3 FEMUR 4.00
01230 ANESTHESIA OPEN PROCEDURES UPPER 2/3 FEMUR NOS 6.00
01232 ANESTHESWPPER 2/3 FEMUR AMPUTATION 5.00
01234 ANES UPPER 2/3 FEMUR RADICAL RESCECTION 8.00
01250 ANES NERVE MUSC TENDON FASCIA & BURSAE UPPER LEG 4.00
01260 ANES VEINS OF UPPER LEG INCLUDING EXPLORATION 3.00
01270 ANESTHESIA ARTERIES UPPER LEBYIREES GRAFT 8.00
01272 ANES ART UPPER LEG W/BYPASS GRAFT FEM ART LIG 4.00
01274 ANES UPPER LEG W/BYPASS GRFT FEM ART EMBOLECTOMY 6.00
01320 ANES NERVE MUSC TENDON FASCIA&BURSA KNEE&/POPLT 4.00
01340 ANESTHESIA CLOSED PROCEDURES LOMHRUR3 4.00
01360 ANESTHESIA OPEN PROCEDURES LOWER 1/3 FEMUR 5.00
01380 ANESTHESIA CLOSED PROCEDURES KNEE JOINT 3.00
01382 ANESTH DIAGNOSTIC ARTHROSCOPIC PROC KNEE JOINT 3.00
01390 ANES CLOSED PROC UPPER END TIBIA FIBULA/PATELLA 3.00
01392 ANES OPEN PROC UPPER ENDS TIBIA FIBULA&/PATELLA 4.00
01400 ANES OPEN/SURG ARTHROSCOPIC PROC KNEE JOINT NOS 4.00
01402 ANESTH OPEN/SURG ARTHRS TOTAL KNEE ARTHROPLASTY 7.00
01404 ANESTH OPEN/SURG ARTHRS KNEE DISARTICULATION 5.00
01420 ANES CAST APPLICATION REMOVAL/REPAIR KNEE JOINT 3.00
01430 ANESTHESIA VEINS KNEE & POPLITEAL AREA NOS 3.00
01432 ANES KNEE & POPLITEAL ARTERY VEIN FISTULA NOS 6.00
01440 ANES ARTERIES OF KNEE & POPLITEAL AREA NOS 8.00
01442 ANES ART KNEPBPLITEAL TEAEC W/WO PATCH GRAFT 8.00
01444 ANES ART KNEE POPLITEAL EXC&GRF/RPR OCCLS/ARYS 8.00
01462 ANESTHESIA CLOSED PROC LOWER LEG ANKLE & FOOT 3.00
01464 ANESTHESIA ARTHROSCOPIC PROCEDURE ANKLE & FOOT 3.00
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01470 ANESNRV/MUS/TND/FASC LOWER LEG/ANKLE/FOOT NOS 3.00
01472 ANES RPR RUPTURED ACHILLES TENDON W/WO GRAFT 5.00
01474 ANESTHESIA GASTROCNEMIUS RECESSION 5.00
01480 ANES OPEN PROC BONES LOWER LEG/ANKLE/FOOT NOS 3.00
01482 ANES RADICAL RESECJ BELIOW KNEE AMPUTATION 4.00
01484 ANES OPEN OSTEOTOMY/OSTEOPLASTY TIBIA&/FIBULA 4.00
01486 ANESTHESIA OPEN TOTAL ANKLE REPLACEMENT 7.00
01490 ANES LOWER LEG CAST APPLICATION REMOVAL/REPAIR 3.00
01500 ANESTHESIA ARTERIES LOWER/IEE®ASS GRAFT NOS 8.00
01502 ANES ART LOWER LEG W/BYP GRAFT EMBLC DIR/W/CATH 6.00
01520 ANESTHESIA VEINS OF LOWER LEG NOS 3.00
01522 ANES VEINS LOWER LEG VENOUS THRMBC DIR/W/CATH 5.00
01610 ANES NRV MUSC TNDN FSCIA BURSA SHOBMKDER & 5.00
01620 ANES CLOSED HUMRL H/N STRNCLAV JOINT& SHO JOINT 4.00
01622 ANES DIAG ARTHROSCOPIC SHOULDER JOINT PROC NOS 4.00
01630 ANES ARTHRS HUMERAL H/N STRNCLAV & SHOULDER NOS 5.00
01634 ANESTHESIA ARTHROSCOPIC SHODISMH ICULATION 9.00
01636 ANES ARTHRS INTERTHORACOSCAPULAR AMPUTATION 15.00
01638 ANES ARTHROSCOPIC TOTAL SHOULDER REPLACEMENT 10.00
01650 ANESTHESIA ARTERIES SHOULDER & AXILLA NOS 6.00
01652 ANESTHESIA AXILLAARACHIAL ANEURYSM 10.00
01654 ANES ARTERIES SHOULDER & AXILLA BYPASS GRAFT 8.00
01656 ANESTHESIA AXILLAEYORAL BYPASS GRAFT 10.00
01670 ANESTHESIA VEINS SHOULDER & AXILLA 4.00
01680 ANES SHOULDER CAST APPL REMOVAL/REPAIR NOS 3.00
01710 ANES NRV MUSC TE8CA&BRS UPR ARM/ELBOW NOS 3.00
01712 ANESTHESIA OPEN TENOTOMY ELBOW TO SHOULDER 5.00
01714 ANESTHESIA TENOPLASTY ELBOW TO SHOULDER 5.00
01716 ANESTHESIA BICEPS TENODESIS RUPTURE LONG TENDON 5.00
01730 ANESTHESIA CLOSED PROCEDHIRMSRUS & ELBOW 3.00
01732 ANESTHESIA ELBOW JOINT DIAGNOSTIC ARTHROSCOPIC 3.00
01740 ANES OPEN/SURG ARTHROSCOPIC ELBOW PROC NOS 4.00
01742 ANESTHESIA OPEN/SURG ARTHRS OSTEOTOMY HUMERUS 5.00
01744 ANES OPEN/SURG ARTHRS REGRAVALUNION HUMERUS 5.00
01756 ANESTHESIA OPEN/SURG ARTHRS RADICAL PROC ELBOW 6.00
01758 ANESTH OPEN/SURG ARTHRS EXC CYST/TUMOR HUMERUS 5.00
01760 ANESTH OPEN/SURG ARTHRS TOTAL ELBOW REPLACEMENT 7.00
01770 ANESTHESIA ARTERIES UPPER BRBOSV NOS 6.00
01772 ANESTHESIA ARTERIES UPPER ARM&ELBOW EMBOLECTOM 6.00
01780 ANESTHESIA VEINS UPPER ARM & ELBOW NOS 3.00
01782 ANESTHESIA VEINS UPPER ARM & ELBOW PHLEBORRHAPHY 4.00
01810 ANES NERVE MUSCLE TDN FASCIA&BURSA FOREARM WRIST 3.00
01820 ANES RADIUS ULNA WRIST/HAND BONES CLOSED PX 3.00
01829 ANESTHESIA DIAGNOSTIC ARTHROSCOPIC PROC WRIST 3.00
01830 ANES ARTHRS/ENDSCPY DSTL RADIUS ULNA/WRIST/HAND 3.00
01832 ANESTHESIA ARTHRS/ENDOSCPIC TOTAL WRIST REPLCMT 6.00
01840 ANESTHESIA ARTERIES FOREARM WRIST & HAND NOS 6.00
01842 ANES ARTERIES FOREARM WRIST & HAND EMBOLECTOMY 6.00
01844 ANESTHESIA VASCULAR SHUNT/SHUNT REVISION 6.00
01850 ANESTHESIA VEINS FOREARM WRIST & HAND NOS 3.00
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01852 ANES VEINSOREARM WRIST & HAND PHLEBORRHAPHY 4.00
01860 ANES FOREARM WRIST/HAND CAST APPL RMVL/REPAIR 3.00
01916 ANESTHESIA DIAGNOSTIC ARTERIOGRAPHY/VENOGRAPH 5.00
01920 ANES €ATHJ W/C ANGIOGRAPHY & VENTRICULOGRAPHY 7.00
01922 ANESNONINVASIVE IMAGING/RADIATION THERAPY 7.00
01924 ANESTHESIA THER IVNTL RADIOLOGICAL ARTERIAL 6.00
01925 ANESTHESIA CAROTID/CORONARY THER IVNTL RAD 8.00
01926 ANES ICRA ICAR/AORTIC THER IVNTL RAD ARTL 10.00
01930 ANES/ENOUS/LYMPHATIC NOS THER IVNTL RAD NOS 5.00
01931 ANESTHESIA INTRAHEPATIC/PORTAL THER IVNTL RAD 7.00
01932 ANESTHESIA INTRATHORACIC/JUGULAR THER IVNTL RAD 7.00
01933 ANES INTRACRANIAL THER IVNTL RAD VENS/LYMPHTC 8.00
01935 ANESTHESIA PERMAGE GUIDED SPINE DIAGNOSTIC 5.00
01936 ANESTHESIA PERQ IMAGE GUIDED SPINE THERAPEUTIC 5.00
01951 ANES 2/3 DGR BRN EXC/DBRDMT W/WO GRFT 4 % TBSA 3.00
01952 ANES 2/3 DGR BRN EXC/DBRDMT W/WGGRABEA 5.00
é 01953 ANES 2/3 DGR BRXC/DBRDMT W/WO GRF EA 9% TBS 1.00
01958 ANESTHESIA EXTERNAL CEPHALIC VERSION 5.00
01960 ANESTHESIA VAGINAL DELIVERY ONLY 5.00
01961 ANESTHESIA CESAREAN DELIVERY ONLY 7.00
01962 ANES URGENT HYSTERECTOMY FOLLOWING DELIVERY 8.00
01963 ANESTHESIA C HYST W/O ANY LABOR ANALG/ANES CARE 10.00
01965 ANESTHESIA INCOMPLETE/MISSED ABORTION 4.00
01966 ANESTHESIA INDUCED ABORTION 4.00
01967 NEURAXIAL LABOR ANALG/ANES PLND VAGINAL DELIVERY 5.00
01968 ANES CESARN DLVR FINEGRAXIAL LABOR ANALG/ANES 3.00
01969 ANES CESARN HYST FLWG NEURAXIAL LABOR ANALG/ANES 5.00
01990 PHYSIOL SUPPORT HARVEST ORGAN FRODEBRARY 7.00
01991 ANES DX/THER NRV BLK/NJX OTH/THN PRONE POS 3.00
01992 ANES DX/THER NERBVBCK/INJECTION PRONE POS 5.00
01996 DAILY HOSP MGMT EDRL/SARACH CONT DRUG ADMN 3.00
01999 UNLISTED ANESTHESIA PROCEDURE BR
e 99100 ANESTHESIA EXTREME AGE PATIENT UNDER 1 YR/< 1.00
e 99116 ANES COMPLICJ UTILIZATION TOTAHBROYHERMIA 5.00
e 99135 ANES COMPLICJ UTILIZATION CONTROLLED HYPOTENSION 5.00
e 99140 ANES COMPLICJ EMERGENCY CONDITIONS SPECIFY 2.00

PAIN MANAGEMENT

Note: Rules used by all physicians in reporting their services are presented in the General Rules sectiorsee the
Modifier and Code Rules section for detailed information on modifiers.

| . INTRODUCTION

A. Providers must restrict treatment to indications recognized by established medical practice that are
adequately supported by the relevant medical literature.
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B. Providers must demonstrate the effectiveness of previously provided treatment in order to repeat or
continue it. This includes the use of pain diagrams and numerical pain scores where appropriate.

C. Payers and utilization review professionals must approve or deny treatment based on the rules within this
section of the Fee Schedule without regard to external guidelines.

D. When denying care, the specific section of this Fee Schedule must be cited as the basis for denial. All
denials must provide the rationale or the treatment will be approved.

| | REIMBURSEMENT FOR PAIN MANAGEMENT SERVICES

A .Use of Fluoroscopy. , Fluoroscopic guidance, CPT codes 77002 and 77003, may be billed once per date of
service. Use CPT code 77002, fluoroscopic guidance for needle placement with CPT code 64510, injection
anesthetic agent; stellate ganglion (cervical sympathetic) , or CPT code 64520, injection anesthetic agent;
lumbar or thoracic (paravertebral sympathetic).

Use CPT code 77003, for fluoroscopic guidance and localization of needle or catheter tip for spine or
paraspinous diagnostic or therapeutic injection procedures (e.g., cervical epidural or sacroiliac joint), and
including facet nerve neurolytic agent destruction.

All procedures performed fluoroscopically MUST have stored hard copy or digital images showing final
needle placement in at least two (2) views (typically posterior/anterior and lateral or oblique) demonstrating
final needle placement and depth AND disbursement of contrast (when not contraindicated). These images
must be available upon request (with appropriate HIPAA compliance) by payers, or reimbursement may be
denied.

Fluoroscopy will be reimbursed for the following codes: 27096, 62321, 62323, 64479-64484, 64490-64495,
64600-64681, 64633-64636.

B .Reimbursement for Injection/Destruction Procedures

1. Facet injections and medial branch blocks are reimbursed at a maximum of three (3) total anatomic joint
levels. Additional level or bilateral modifiers may be used to allow up to a maximum of two (2) additional
service levels for facet or medial branch blocks in the cervical/thoracic (64491 and 64492) or lumbar
(64494 and 64495) for a maximum of three (3) procedure levels reimbursed per treatment session or
day. These procedures are unilateral by definition. Bilateral modifiers may be used when nerves are
treated bilaterally. Reimbursement of the bilateral modifier is twenty five percent (25%) of the base
amount for the second or contralateral side for procedures listed in the Pain Management section.

2. Nerve destructive procedures are reimbursed for a maximum of two (2) anatomical levels.

3.  Reimbursement for injection/destruction procedure codes is made on the basis of joint levels, not nerves
treated (e.g., destruction by neurolytic agent of the L47 L5 facets counts as one (1) level/nerve and
should be billed as 64635 (first level/nerve)). There are two nerves supplying each joint but
reimbursement is based upon joint(s) treated, not the nerves treated. This applies to CPT codes 64635,
64636 (lumbar), and 64633, 64634 (cervical/thoracic). These procedures are unilateral by definition.
Bilateral modifiers may be used when nerves are treated bilaterally. Reimbursement is twenty five
percent (25%) of the base amount for the second or contralateral side when the bilateral modifier is
used for procedures listed in the Pain Management section.
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4. A maximum of two (2) levels of transforaminal epidural steroid injections or one level bilaterally are
reimbursable for a given date of service. This applies to codes 64479, 64480, 64483, and 64484.

5. A maximum of one (1) interlaminar epidural steroid injection is reimbursable for a given date of service.
This applies to codes 62320 and 62322.

6. If a patient with bilateral pain receives only unilateral treatment on a given date of service, any similar
procedures (same CPT codes) performed on the contralateral side within ninety (90) days of the initial
procedure will be subject to reimbursement reductions related to modifiers for bilateral treatment on the
same date of service. For example, if a person undergoes a right sided medial branch block(s) or
neurotomy(ies) on a given date of service, any similar procedure(s) on the left side will be subject to the
reductions in reimbursement related to use of the bilateral modifier if this treatment is provided within
ninety (90) days of the date of service of the right sided procedures. This rule applies to professional
and facility reimbursement.

C. Multiple Procedure Reimbursement. Only one (1) type of pain management procedure is reimbursable on
a given date of service, unless otherwise approved by the payer. This rule does not include multiple level
injections or bilateral procedures of the same type, with appropriate modifiers.

ATypeod is defined as any procedure code involving a
facet joint, sacroiliac joint, trigger point, etc.). Joints and nerves in different anatomical regions
(cervi cal / t horaci c, l umbar/ sacral) are considered to b

per given day. Additional level or bilateral injections of a single procedure in the same area are not
considered different dtgfpetshios amull ¢ oranéec pugipdbeasr ed
However, the multiple level restrictions, as detailed herein, still apply. Diagnostic injections of more than one

type in the same anatomic area on the same date of service are prohibited, and will not be reimbursed

without prior authorization. Reimbursement of the multiple procedure modifier (51) is twenty-five percent

(25%) of the base amount for the second or additional procedure for procedures listed in the Pain

Management section.

D. Repeat epidural injections would typically occur two to four (2-4) weeks after the initial treatment, contingent
upon some degree of continuing radiating pain. Repeat injections performed within ten (10) days of the
previous epidural injection will not be reimbursed.

E . Sacroiliac arthrography (CPT code 27096) assumes the use of a fluoroscope and is considered an integral
part of the arthrography procedures(s). Therefore, no additional fee for the fluoroscopy (CPT code 77002)
will be reimbursed. This code may only be used twice per twelve (12) month period.

F . Epidurography (CPT code 72275) is not reimbursable under this Fee Schedule.

G. CPT code 62324 includes needle placement, catheter infusion, and subsequent injections. Code 62324
should be used for multiple solutions injected by way of the same catheter, or multiple bolus injections
during the initial procedure. The epidural needle or catheter placement is inherent to the procedure, and,
therefore, no additional charge for needle or catheter placement is allowed.

H. Pain management procedures or services which are included in this section of the Fee Schedule must be
performed by a licensed physician holding either an M.D. or D.O. degree. Pain management procedures
performed by any other person, such as a Certified Registered Nurse Anesthetist (CRNA), are not eligible
for reimbursement.

I . The following procedures must be performed fluoroscopically in order to qualify for reimbursement:
1. Facet injections (644907 64495)
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Sacroiliac (SI) injections (27096).

Transforaminal epidural steroid injections (64479, 64480, 64483, 64484).

Cervical translaminar/interlaminar epidural injections 62321

Cervical/thoracic discography (CPT codes 62291 injection cervical/thoracic disc) and radiology
supervision and interpretation (CPT code 72285) will not be reimbursed.

abrown

J . Any analgesia/sedation used in the performance of the procedures in this section is considered integral to
the procedure, and will not be separately reimbursed. This rule applies whether or not the person
administering the analgesia/sedation is the physician who is performing the pain management injection.
Administration of analgesia/sedation by a different person from the physician performing the injection,
including an RN, PA, CRNA, or MD/DO, does not allow for separate billing of analgesia/sedation. If a patient
is unable to cooperate during routine needle placement, despite judicious use of sedation for anxiety,
elective IPM interventional pain management) procedures should be terminated due to patient safety
concerns. Sedating or anesthetizing a patient into a plane of deep sedation or anesthesia, rendering them
unconversant or unable to experience or communicate unusual or excessive pain puts the patient at
increased risk for elective IPM procedures.

K. Detailed anatomical descriptions of the procedures performed must accompany the bill for service in order
to qualify for reimbursement. These descriptions must include landmarks used in determining needle
positioning, needles used (size, length), and the type and quantity of each drug injected. Unless there is a
contraindication to contrast media (e.g., documented allergy) it is expected that the quantity of contrast
injection AND a written description of the contrast spread pattern be included in the procedure report.
Generic descriptions such as fAithe procedure was per
on (next to, by, etc.) the nervel/ljoint/target, o
similar wording, which was templated or otherwise lacking an actual detailed anatomical description of
needle placement or contrast pattern (where appropriate), is inadequate and cause for denial of payment.
Templates for standard needle placement are acceptable, but any deviation from the usual technique must
be explained in the procedure note. Contrast injections patterns should not be templated. Tolerance to the
procedure, and side effects or lack thereof should be included in this documentation.

0]
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L . Radiographic Codes in Pain Management.
1. Fluoroscopic imaging is reported with codes 77002 and 77003.

2. Codes 720201 72220 which apply to radiographic examination of the spine are not reimbursed when
performed with the pain management procedures in this section or with fluoroscopy services. If
fluoroscopy codes 77002 and 77003 are used, appropriate images must be stored to receive
reimbursement for the fluoroscopy code AND the procedure code for which fluoroscopy was reportedly
used. This includes pre and post contrast images (unless contraindicated by contrast allergy) and at
least two (2) views, posteroanterior (PA) and a depth view (oblique or lateral).

3. Fluoroscopic codes will be reimbursed for the following codes: 27096, 62321, 62323, 64479-64484,
64490-64495, 64600-64681, 64633-64636

M. When a joint injection is performed at the end of a surgical procedure for pain control, reimbursement is
allowed according to the Multiple Procedure rule. This rule applies to professional and facility
reimbursement.

N. Reimbursement of the bilateral modifier is twenty-five percent (25%) of the base amount for the second or
contralateral side for procedures listed in the Pain Management section.

| 1| REIMBURSEMENT FOR REFILL OF PAIN PUMPS
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A.

E.

Code 95990. This CPT code, which applies to refilling and maintenance of an implantable pump or reservoir
for drug delivery spinal (intrathecal, epidural) or brain (intraventricular), is reimbursed at the specified MRA
listed in the Medicine section of the Fee Schedule.

. Evaluation and Management Services. Refilling and maintenance of implantable pump or reservoir for

pain management drug delivery is a global service. A separate evaluation and management service is not
paid unless significant additional or other cognitive services are provided and documented. To report a
significant, separately identifiable evaluation and management service, append modifier 25 to the
appropriate evaluation and management code. Documentation is required and payment will be allowed if
supported by the documentation.

. Drugs. Those drugs used in the refill of the pain pump shall be reimbursed in accordance with the

Pharmacy Rules contained in the Pharmacy Rules section of this Fee Schedule.

. Compounding Fee. If the drugs used in the refill of the pain pump must be compounded, the compounding

service shall be reimbursed at $157.44 per individual refill. Report the compounding service with code
S9430, Pharmacy compounding and dispensing services.

Non-FDA-approved drugs for intrathecal use will NOT be reimbursed.

| VDIAGNOSTIC INJECTIONS AND PROCEDURES

A.

=<

Radiofrequency Medial Branch Neurotomy/Facet Rhizotomy. This procedure may be reimbursed not to
exceed three (3) contiguous spinal joint levels during the same session/procedure. If there has been
improvement with a prior successful radiofrequency (RF) denervation, then a minimum time of six (6)
months should elapse since prior RF denervation treatment in order to qualify for a repeat procedure. No
more than two (2) RF denervations may be reimbursed in the first twelve (12) months and one (1) per year
thereafter.

. THERAPEUTIC SERVICES

In the pain management setting, no more than two (2) modalities and/or procedures may be used on a date
of service (e.g., heat/cold, ultrasound, diathermy, iontophoresis, TENS, electrical stimulation, muscle
stimulation, etc.). Multiple modalities should be performed sequentially. Only one (1) modality can be
reported for concurrently performed procedures.

GENERAL RULES

. Reimbursement will be limited to three (3) epidural pain injections in a twelve (12) month period unless the

payer provides prior approval for more than three (3) such injections. Separate billing for the drug injected
will not be reimbursed.

. Trigger Point Injections. Trigger point (also called myofascial or myoneural) injections are reimbursed as

one (1) procedure regardless of the number of injection sites. Multiple injections, and multiple regions will be
reimbursed asone procedure. Report CPT 20552.for injection(s) single or multiple trigger point(s), one or
two muscles, or 20553, injection(s), single or multiple trigger point(s), three or more muscles, Only one of
these procedure codes will be reimbursed per date of service.

. Investigational Procedures. Refer to the General Rules section.

. Sacroiliac (Sl) Joint.

Therapeutic and diagnostic sacroiliac joint injections require the use of image guidance. Injections performed without
imaging guidance, should be billed, and will be reimbursed, as a trigger point injection. CPT code 27096
requires the use of imaging confirmation of intra-articular needle positioning.
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V1 PAIN MANAGEMENT CRITERIA

A . All Interventional Pain Management (IPM) procedures must be billed with the appropriate CPT codes and
modifiers (where applicable) using accepted ICD-10-CM codes as the indications for the procedures.
Providers MUST use acceptable codes in order to initiate or maintain treatment. Failure to do so is cause for
denial of treatment until the proper appropriate codes are submitted.

Payers/URs must use the rules of this Fee Schedule to deny requested treatment. Failure to cite the specific
section of the I PM portion of the Mississippi Worke
automatic adjudication for the providerwith out appeal . ASpecificdo refers to
appropriate subsections directly from the guidelines. Failure to have the Fee Schedule available during the

review would make such citation unachievable, resulting in automatic adjudication for the provider. No

outside guidelines can be used to deny IPM care requested in accordance with the Fee Schedule.

B. Injection/Destruction Procedures
Multiple Epidural Injections in a Single Treatment Day/Session. Reimbursement is limited to one epidural
injection in a single treatment day/session, unless appropriate documentation is entered into the medical
record of a medical condition for which multiple injections would be appropriate. These conditions include:

1. Disc pathology (e.g., protrusion) at one level with a dermatomal pain distribution of an adjacent level
(e.g., disc affects the traversing nerve root, such as an L4/5 disc herniation affecting the traversing L5
nerve root).

2. Multiple dermatomal nerve root involvement.

3. Bilateral radicular pain.

C. Refill of Pain Pumps
Intrathecal Drug Delivery. This method of delivery requires prior authorization. Specific brands of infusion
systems have been FDA approved for the following: chronic intraspinal (epidural and intrathecal) infusion of
preservative-free morphine sulfate sterile solution in the treatment of chronic intractable pain, chronic
infusion of preservative-free ziconotide sterile solution for the management of severe chronic pain, and
chronic intrathecal infusion of baclofen for the management of severe spasticity.

1. Description: This mode of therapy delivers small doses of medications directly into the cerebrospinal
fluid.

2. Complications: Intrathecal delivery is associated with significant complications, such as infection,
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catheter disconnects, CSF leak, arachnoiditis, pump failure, nerve injury, and paralysis. Typical adverse
events reported with opioids (i.e., respiratory depression, tolerance, and dependence), or spinal
catheter-tip granulomas that might arise during intrathecal morphine or hydromorphone treatment have
not currently been recorded for ziconotide.

3. Indications: Clinical studies are conflicting, regarding long-term, effective pain relief in patients with
non-malignant pain. The Division does not generally recommend the use of intrathecal drug delivery
systems in injured workers with chronic pain. Due to the complication rate for long-term use, it may be
considered only in very rare occasions when dystonia and spasticity are dominant features or when pain
is not able to be managed using any other non-operative treatment. This treatment must be prior
authorized and have the recommendation of at least one physician experienced in chronic pain
management in consultation with the primary treating physician. The procedure should be performed by
physicians with documented experience. This small eligible sub-group of patients must meet all of the
following indications:

a. A diagnosis of a specific physical condition known to be chronically painful has been made on the
basis of objective findings;

b. All reasonable surgical and non-surgical treatment has been exhausted including failure of
conservative therapy including active and/or passive therapy, medication management, or
therapeutic injections;

c. Pre-trial psychiatric or psychological evaluation has been performed (as for SCS) and has
demonstrated motivation and long-term commitment without issues of secondary gain. Significant
personality disorders must be taken into account when considering a patient for spinal cord
stimulation and other major procedures;

d. There is no evidence of current addictive behavior. (Tolerance and dependence to opioid analgesics
are not addictive behaviors and do not preclude implantation); and

e. A successful trial of continuous infusion by a percutaneous spinal infusion pump for a minimum of
twenty-four (24) hours. A screening test is considered successful if the patient (a) experiences a fifty
percent (50%) decrease in pain, which may be confirmed by VAS, and (b) demonstrates objective
functional gains or decreased utilization of pain medications. Functional gains should be evaluated
by an occupational therapist and/or physical therapist prior to and before discontinuation of the trial.

4. Contraindications: Infection and body size insufficient to support the size and weight of the implanted
device. Patients with other implanted programmable devices should be given these pumps with caution
since interference between devices may cause unintended changes in infusion rates.

D. Diagnostic Injections and Procedures

1. Valid diagnostic injections require an appropriately alert patient capable of adequately determining the
amount or level of pain relieved or produced by the procedure. This requires judicious use of sedatives
in the performance of such procedures. Additional analgesic medications such as intravenous narcotics
are to be avoided during the procedure and evaluation phase of testing, as these medications can affect
the validity of such diagnostic tests. The results of the tests and drugs used during the injection or
procedure must be part of the medical records, and available for review by the payer. Failure to
document the patientds response to a diagnostic p
following the procedure or injection, could result in denial of reimbursement. Affected diagnostic
procedures include but are not limited to discography and medial branch blocks, diagnostic sacroiliac
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injections and selective nerve root blocks (billed with epidural codes).

2. Diagnostic injections with local anesthetics require documentation of analgesic response through any
validated pain measurement test or scale (e.g., numerical pain scale, visual analogue scale). This
should be performed in the treatment facility after the procedure during the time that there would be an
expected analgesic response (every thirty (30) minutes for at least one (1) hour). This must be
documented and the documentation must be available to the payer for review. Subsequent pain scores
must be documented at leasthourl y f or two (2) additional hours af
procedure pain was determined by provocative exam tests or maneuvers, these should be repeated
during the evaluation period following the procedure, to differentiate analgesia related to the procedure
from positional analgesia (pain improvement), such as, that which may be provided by lying in a
recovery bed.

3. Other injections with both therapeutic and potentially diagnostic benefit, such as selective nerve root,
peripheral nerve blocks, sympathetic blocks or therapeutic facet injections, would ideally be performed
with minimal sedation and avoidance of intravenous narcotics. However, as these injections also have
potential therapeutic benefit, this is not a requirement for reimbursement.

E. Epidural Injections
1. Epidural Injections. Thi s Fee Schedule does not recognize a 0

of number. A trial of epidural injections is permitted provided there is appropriate documentation of a
recognized indication for this procedure. Only a single injection can be approved unless there is
documentation of analgesic response consistent with response to the injection. Further injections require
a positive analgesic response in order to be repeated. For the first injection, the initial analgesic
response may be temporary, but cannot be attributed solely to a local anesthetic effect or intra-
procedural sedation (i.e., relief for the first few hours after injection). Additionally, in order to repeat an
epidural injection, there must be continued radiating pain, and not only residual axial (back/neck) pain. .
After the second injection, there must be a residual and progressive analgesic benefit in order to
perform a third injection. Documentation of a positive patient response will be required to continue
epidural treatment. If there is no documented residual pain relief after two (2) injections, no further
epidural injections will be considered medically necessary.

a . Repeat injections (up to two (2) additional injections, for a total of three (3) per twelve (12) month
period), however, do NOT require prior approval as long as the appropriate responses are properly
documented.

b . Utilization management or review decisions shall not be based solely on the application of clinical
guidelines, but must include review of clinical information submitted by the provider and represent an

individuali zed determination based on the worker
necessity predicated on objective or appropri at e subj ective i mprovements
status.

2. Interlaminar epidural injections are seldom used for diagnostic purposes because the generalized
regional spread of local anesthetic with spinal injection makes it impractical if not impossible to
selectively block a specific nerve.

3. To be reimbursed, both cervical and interlaminar epidural steroid injections must be performed
fluoroscopically, typically with contrast injection, unless there is a documented contrast allergy.

Epidural blood patches do not require fluoroscopic guidance, though this is preferred.
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The specific cause of radiating pain may not always be obvious on imaging, such as MRI, CT or x-rays.
Therefore, the indications for a trial of epidural steroid injections are based on the patient's clinical
presentation, not imaging.

All nerve root pain or radiating pain is not caused by damage (nerve or axon loss) to the nerve or dorsal
root ganglion.

When there is only inflammation or irritation of the nerve, there may be radiating pain in the absence of
physical exam findings of nerve damage such as altered or absent motor, sensory, or reflex function.
Actual nerve damage is not treated by steroid injections, as steroids do not accelerate the regeneration
of new nerve tissue (axon) regeneration. Therefore, demonstrable weakness, reflex changes and
sensory loss are not necessary as an indication for a trial of epidural steroids. Similarly, EMG/NCV
testing demonstrating nerve or axon loss is not necessary as an indication for a trial of epidural steroid
injections.

A trial of epidural steroids injections may be indicated when there is radiating pain (extremity or buttock)
with or without co-existing back pain.

Initiation and Continuation of Epidural Injections. Prior approval by the payer or utilization reviewer
is required before initiating a trial of epidural injections. It is NOT necessary to obtain prior approval to
repeat an injection as long as a positive analgesic response (pain improvement or functional
improvement) to the previous injection is reported.

Repeat trials of epidural injections may be considered for reimbursement after one (1) year if the
preceding trial provided several months of demonstrable benefit. In order to be considered effective, this
benefit must include greater than thirty percent (30%) improvement in pain scores, and documentation
of either 1) significant reduction of daily narcotic consumption, defined as a sustained reduction (several
months) of at least thirty percent (30%) of the daily narcotic use prior to initiation of the trial of epidural
injections, or 2) ability to work for a sustained period of time (several months) at least at sedentary work
level or the work level as determined by a valid Functional Capacity Rating (FCE). No patient can be
considered for a repeat trial of epidural steroid injections, if after the preceding trial (in a similar
anatomical area) they are unable to reduce narcotic consumption to less than 100 mg morphine
equivalent per day.

If, after an initial trial of epidural injections, it is suspected that there is a new nerve injury involving a
different anatomical nerve, a trial of epidural injections may be indicated independent of the response to
the initial trial of epidural injections. However, as this would represent a separate nerve injury, causation
would have to be established prior to initiation of further treatment related to a work injury.

Documentation Requirements for Epidural Injections (Adopted and Adapted from CMS MLN

Matters #SE1102 rev). Documentation in the medical record must contain the initial evaluation including
history and physical examination; diagnosis, pain, and disability of moderate to severe degree; site of
injection with name and dosage of dtheporinjectons.i | | ed;

A . Documentation of conservative therapies that were tried and failed except in acute situations such
as acute disc herniation with disabling and debilitating pain, reflex sympathetic dystrophy,
postoperative and obstetric pain and intractable pain secondary to carcinoma.

B. Al I document ati on must be maintained in the pat.i
upon request.
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C. The record must be legible and include appropriate patient identification information (e.g., complete
name, dates of service(s)). The record must include the physician responsible for and providing the
care of the patient.

D. The submitted medical record should support the use of the selected ICD-10-CM code(s). The
submitted CPT/HCPCS code should describe the service performed.

E. The patientédés record should document an appropr.i
provider or providerds representative specifying
when applicable. The indications should be recorded by the provider performing the injection in their
respective notes.

See https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/Downloads/SE1102.pdf

F . Facet Injections. Intra-articular joint injections (cervical, thoracic, lumbar), which can have both diagnostic

and therapeutic indications, should always be considered primarily therapeutic.

The number of facet injections subject to Reimbursement for facet injections is limited to four (4) dates of
service with a maximum of two (2) therapeutic and two (2) diagnostic injections for the initial twelve (12)
month period of treatment per anatomical region. This allows for a total of four (4) dates of service,
regardless of the number of levels treated, which levels are treated, or which side (left or right or bilateral) is
treated, in the same anatomical region. If treatment for facet-related pain continues past twelve (12) months,
further injections are limited to a total of two (2) dates of service per twelve (12) month period. Facet
injections in different anatomical areas are not subject to these limits, as each anatomical area would be
subject to its own separate limit. Nerve-destructive procedures (e.g. radiofrequency facet nerve neurotomy,
codes 64633, 64634, 64635, 64636) are not considered additional therapeutic procedures for the purpose of
this rule.

A ndifferent a nrato theimbaa, khoracic, aral gervicag dreas. Injections within the lumbar
spine, for example, are considered to be within the same anatomical area regardless of the actual lumbar
joint/nerve level, or which side (right or left), is treated, and all limits would apply in this anatomical area.

I n order to be a Asuccessful 60 ( fipo s-articular @ medialdrarely n o st
block(s)), the patient must experience at least seventy-five percent (75%) relief of the index pain (pain being
treated by the procedure). Additionally, this index
total pain.

Cervical, upper/lower thoracic or lumbar nerves facet nerve (medial branch ablation will be reimbursed once

per seven (7) month period. Repeat (medial branch) ablation is contingent upon documentation of at least

six (6) monthdés measurable (greater than thirty per
documentation of either 1) reduction of daily narcotic consumption of at least thirty percent (30%) from the

daily use noted prior to the procedure, or 2) ability to work at least at a light duty work level or work level as
determined by a valid Functional Capacity Evaluation (FCE). No patient will be considered for a repeat
neuroablative procedure (e.g., neurotomy) if after the preceding neuroablative procedure (at similar

anatomical levels) they are unable to reduce narcotic consumption to less than 100 mg morphine equivalent

per day.

A repeat therapeutic facet joint injection (cervical, thoracic, or lumbar; codes 644901 64495) will be
considered for reimbursement if there is documentation of a significant analgesic response that persists for
at least three (3) months. This relief must be at least fifty percent (50%) of the pain in the specific
anatomical area targeted by the injection, and there must be documentation of a durable (three (3) months)
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measurable improvement in the range of motion, or documentation of normal motion, of the involved joint
area being treated.

. Trigger Point Injections. The goal is to treat the cause of pain, not just the symptoms. With this intent, in
order to be repeated in the same muscle group, there must be at least a fifty percent (50%) persistent
benefit from the previous injection. For patients not in therapy, trigger point injections can be performed
monthly, as long as there is a documented fifty percent (50%) residual benefit, and progressive relief (pain
intensity and duration of relief) with the preceding injection. After six months, if similar pain persists, the
patient should be re-evaluated regarding the etiology of the complaint, and the available treatment options
reconsidered. The payer may consider payment for additional trigger point injections upon review.

. Soft Tissue Injections. A Myof ascial , 0 Amyoneural, 06 and #fAtrigger
be reimbursed with code 20552 or 20553. Madifiers for additional injections are not allowed with these
codes. Reimbursement will be made for 20552 or 20553 but not both on the same date.

CPT codes 20550 and 20551 are used for injections of tendon origins and are not to be used for

Aimyofascial, myoneur al or trigger pointod injections
Code 20612 is used for the aspirati on sstidl, myoeearal,ioon o f
trigger pointdo injections.

. Sacroiliac (SI) Joint. Sacroiliac joint injections (code 27096) require documentation of at least a six (6)
week durable analgesic benefit of at least fifty percent (50%) pain relief in the anatomical area being
targeted by the injection. A maximum of two (2) therapeutic sacroiliac joint injections can be reimbursed per
twelve (12) month periodper joint injected, and not the contralateral joint (i.e., right or left sided joint).

. Lumbar provocative discography is medically necessary for evaluation for disc pathology in persons with
persistent, severe low back pain (LBP) and abnormal interspaces on magnetic resonance imaging (MRI),
where other diagnostic tests have failed to reveal clear confirmation of a suspected disc as the source of
pain, and surgical intervention is being considered. Lumbar provocative discography is not covered for all
other indications. Functional anesthetic discography (involving injection of anesthetic directly into the disc) is
not covered.

. Botulinum Toxin. Botulinum toxin is not indicated for the relief of musculoskeletal pain, and its use as such
is not covered by the Fee Schedule. With prior approval, an exception can be made when treatment is
indicated for limb spasticity or other indications.

. Implantation of Spinal Cord Stimulators.
1. The following conditions must be met for consideration of reimbursement for spinal cord stimulators.

2. Patient must have a medical condition for which spinal cord stimulation (SCS) is a recognized and
accepted form of treatment.

3. There must be a trial stimulation that includes a minimum seven (7) day home trial with the temporary
stimulating electrode.

4. During the trial stimulation, the patient must report functional improvement, decreased use of
medications, and at least fifty percent (50%) pain reduction and some functional gains during the last
four (4) days of the stimulation trial.

5. Psychological screening must be used to determine if the patient is free from:
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a. Substance abuse issues;

b. Untreated psychiatric conditions; and

c. Major psychiatric illness that could impair the
stimulation.

6. Neurostimulation
a. Description: Spinal cord stimulation devices are FDA approved as an aid in the management of

chronic intractable pain of the trunk and/or limbs, including unilateral and bilateral pain associated
with the following: failed back surgery syndrome, intractable low back pain and leg pain. There is
limited evidence that supports its use for spinal axial pain. SCS may be most effective in patients
with CRPS | or Il who have not achieved relief with oral medications, rehabilitation therapy, or
therapeutic nerve blocks, and in whom the pain has persisted for longer than six (6) months.Surgical
procedures should be performed by surgeons, usually with a neurosurgical or spinal background.

b. Surgical Indications: Patients with established CRPS | or Il or a failed spinal surgery with persistent
functionally limiting radicular pain greater than axial pain who have failed conservative therapy
including active and/or passive therapy, pre-stimulator trial psychiatric evaluation and treatment,
medication management, and therapeutic injections. SCS is not recommended for patients with the
major limiting factor of persistent axial spine pain. SCS may be indicated in a subset of patients who
have a clear neuropathic radicular pain (radiculitis). The extremity pain should account for at least
fifty percent (50%) or greater of the overall back and leg pain experienced by the patient. Prior
authorization is required. Patients with severe psychiatric disorders, and issues of secondary gain
are not candidates for the procedure.

c. A comprehensive psychiatric or psychological evaluation must be provided prior to the stimulator
trial. This evaluation should include a standardized detailed personality inventory with validity scales
(such as MMPI-2, MMPI-2-RF, or PAI) pain inventory with validity measures (for example, BHI 2,
MBMD); clinical interview and complete review of the medical records. Before proceeding to a spinal
stimulator trial the evaluation should find the following:

1 No indication of falsifying information, or of invalid response on testing;

f No primary psychiatric risk factors or #fAred
depression, or addiction). (Note that tolerance and dependence to opioid analgesics are not
addictive behaviors and do not preclude implantation);

T A |l evel of secondary risk facto
dysfunctiona | pain conditions) judged
ability to benefit from neurostimulation;

1 The patient is cognitively capable of understanding and operating the neurostimulation control
device;

1 The patient is cognitively capable of understanding and appreciating the risks and benefits of the
procedure; and

1 The patient has demonstrated a history of motivation in and adherence to prescribed treatments.

d. The psychologist or psychiatrist performing these evaluations should not be an employee of the
physician performing the implantation. This evaluation must be completed, with favorable findings,
before the screening trial is scheduled. Significant personality disorders must be taken into account
when considering a patient for spinal cord stimulation and other major procedures.
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e. All reasonable surgical and non-surgical treatment has been exhausted.

f. The topography of pain and its underlying pathophysiology are amenable to stimulation coverage
(the entire painful extremity area has been covered).

g. Successful neurostimulation screening test: For a spinal cord neurostimulation screening test, a
temporary lead is implanted at the level of pain and attached to an external source to validate
therapy effectiveness. A screening test is considered successful if the patient meets both of the
following criteria:

1 Experiences a fifty percent (50%) decrease radicular or CRPS in pain, which may be confirmed
by visual analogue scale (VAS) or Numerical Rating Scale (NRS).

Demonstrates objective functional gains or decreased utilization of pain medications.

It is expected that there will be an attempt to wean opioid pain medications at least partially prior
to the stimulation trial to determine if there was additional pain relief that could be attributed to
the stimulator trial.

Objective, measurable, functional gains should be evaluated by an occupational therapist and/or
physical therapist and the primary treating physician prior to and before discontinuation of the trial.

M. Topical Drug Delivery

1. Description: Topical medications, such as lidocaine and capsaicin, may be an alternative treatment for
neuropathic disorders and is an acceptable form of treatment in selected patients.

2. Indications: Neuropathic pain for most agents. Episodic use of NSAIDs and salicylates for joint pain.
Patient selection must be rigorous to select those patients with the highest probability of compliance.
Many patients do not tolerate the side effects for some medication or the need for frequent application.

3. Dosing and Time to Therapeutic Effect: All topical agents should be prescribed with strict instructions
for application and maximum number of applications per day to obtain the desired benefit and avoid
potential toxicity. There is no evidence that topical agents are more or less effective than oral
medications. For most patients, the effects of long-term use are unknown and thus may be better used
episodically.

4. Side Effects: Localized skin reactions may occur, depending on the medication agent used vs. Topical
Agents.

a. Capsaicin. Formulations of capsaicin have been FDA approved for management of pain associated
with post-herpetic neuralgia. Capsaicin offers a safe and effective alternative to systemic NSAID
therapy. There is also good evidence that a high dose (8%) capsaicin patch applied for 60 minutes
can decrease post herpetic neuralgic pain for three (3) months.

b. Ketamine and Tricyclics. Topical medications, such as the combination of ketamine and
amitriptyline have been proposed as an alternative treatment for neuropathic disorders including
CRPS. However, neither tricyclic nor ketamine topicals are FDA approved for topical use in
neuropathic pain. Continued use of these agents beyond the initial prescription requires
documentation of effectiveness, including functional improvement, and/or decreased use of other
medications, particularly decreased use of opiates or other habituating medications.
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c. Lidocaine. Formulations of lidocaine (patch form) have been FDA approved for pain associated with
post-herpetic neuralgia.

d. Topical Salicylates and Non-salicylates. These have been shown to be effective in relieving pain
in acute musculoskeletal conditions and single joint osteoarthritis. Topical salicylate and non-
salicylates achieve tissue levels that are potentially therapeutic, at least with regard to
Cyclooxygenase (COX) inhibition. There is good evidence that diclofenac gel reduces pain and
improves function in mild-to-moderate hand osteoarthritis. Diclofenac gel has been FDA approved
for acute pain due to minor strains, pains, and contusions; and for relief of pain due to osteoarthritis
of the joints amenable to topical treatment, such as those of the knees and hands.

e. Other Compounded Topical Agents. At the time this guideline was written, no studies identified
evidence for the effectiveness of compounded topical agents other than those recommended above.
Therefore, other compounded topical agents are not recommended.

5. Prior authorization is required for all agents that have not been recommended above. Continued use
requires documentation of effectiveness including functional improvement and/or decrease in other
medications.

N. Use of Controlled Substances
Use of Opioids or Other Controlled Substances for Management of Chronic (Non-Terminal) Pain.
Optimal, effective treatment for chronic pain may require the use of opioids or other controlled substances.
The proper and effective use of opioids or other controlled substances has been specifically addressed by
the Mississippi Board of Medical Licensure. Unless otherwise directed by the MWCC, reimbursement for
prescriptions for opioids or other controlled substances used for the management or treatment of chronic,
non-terminal pain shall not be provided under this Fee Schedule unless treatment is sufficiently documented
and complies with the Rules and Regulations, as promulgated by the Mississippi State Board of Medical
Licensure, and supplemented by the MWCC accordingly.

In addition to the specific Rules and Regulations promulgated by the Mississippi State Board of Medical

Licensure, the payer may, as in other cases, obtain a second opinion from an appropriate and qualified

physician to determine the appropriateness of the treatment being rendered, including but not limited to the
appropriateness ofthecontn ui ng use of opioids or other controll e
chronic pain. However, any such second opinion shall not be used as the basis for abrupt withdrawal of

medication or payment thereof. Nothing in this paragraph shall prohibit a physician from administering

narcotic drugs to a person for the purpose of relieving acute withdrawal symptoms when necessary while
arrangements are being made for referral or discontinuance of treatment, and the payer shall provide
reimbursementinacc or dance with this Fee Schedul e, as foll ow
may be administered to the person or for the person
carried out for not more than three (3) days. Discontinuance of treatment or reimbursement of prescriptions

based on a second opinion obtained hereunder shall be subject to review by the MWCC pursuant to the

Dispute Resolution Rules set forth in the Dispute Resolution Rules section in this Fee Schedule.

See the MWCC website for Guidelines for the Prescription of Opiates at
https://www.mwcc.ms.gov/pdf/mwccGuidlinesForThePrescriptionOfOpiates.pdf

PC TC Assist  APC
Code Description Amount  Amount Amount FUD Surg Amount
01996 DAILY HOSP MGMT EDRL/SARACH CONT DRUG ADN see page 8 XXX N
20526 INJECTION THERAPEUTIC CARPAL TUNNEL 264.00 000 N 351.42
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PC TC Assist APC

Description Amount  Amount Amount FUD Surg Amount
20550 INJECTION 1 TENDON SHEATH/LIGAMENT APONEUFR 181.20 000 N 351.42
20551 INJECTION SINGLE TENDON ORIGIN/INSERTION 183.60 000 N 351.42
20552 INJECTION SINGLE/MLT TRIGGER POINT 1/2 MUSCLI 188.40 000 N 351.42
20553 INJECTION SINGLE/MLT TRIGGER POINT 3/> MUSCLI 217.20 000 N 351.42
20600 ARTHROCENTESIS ASPIR&/INJ SMALL JT/BURSA W/( 165.60 000 N 351.42
20604 ARTHROCNT ASPIR&/INJ SMALL JT/BURSAW/US REC 252.00 000 N 351.42
20605 ARTHROCENTESIS ASPIR&/INJ INTERM JT/BURS W/( 172.80 000 N 351.42
20606 ARTHROCENTESIS ASPIR&/INJ INTERM JT/BURS W/L 278.40 000 N 850.31
20610 ARTHROCENTESIS ASPIR&/INJ MAJOR JT/BURSA W/ 205.20 000 N 351.42
20611 ARTHROCENTESIS ASPIR&/INJ MAJOR JT/BURSA W/ 313.20 000 N 351.42
20612 ASPIRATION&/INJECTION GANGLION CYST ANY LOC 205.20 000 N 351.42
27096 INJECT SI JOINT ARTHRGRPHY&/ANES/STEROID WI/I 547.20 000 N
62263 PRQ LYSIS EPIDURAL ADHESIONS MULT SESS 2/>D  2054.40 010 N 1086.07
62264 PRQ LYSIEPIDURAL ADHESIONS MULT SESSIONS 1 1466.40 010 N 1086.07
62270 SPINAL PUNCTURE LUMBAR DIAGNOSTIC 506.40 000 N 850.31
62272 SPINAL PUNCTURE THER DRAIN CEREBROSPINAL F 668.40 000 N 850.31
62273 INJECTION EPIDURBAIOOD/CLOT PATCH 591.60 000 N 850.31
62280 INJX/INFUSION NEUROLYTIC SUBSTANCE SUBARAC  1134.00 010 N 1086.07
62281 INJX/INFUS NEUROLYT SUBST EPIDURAL CERV/THC 832.80 010 N 1086.07
62282 INJX/INFUS NEUROLYT SBST EPIDURBIAR/SACRAL 1035.60 010 N 1086.07
62290 INJECTION PX DISCOGRAPHY EACH LEVEL LUMBAR  1154.40 000 N
62291 INJECTION PX DISCOGRPHY EA LVL CERVICAL/THO 1113.60 000 N
J1 62350 IMPLTJ REVJ/RPSG ITHCL/EDRL CATH PMP W/O LAV  1380.00 010 N 8627.34
62355 RMVL PREVIOUSLY IMPLTED ITHCL/EDRL CATH 927.60 010 N 2316.70
J1 62360 IMPLTJ/RPLCMT ITHCL/EDRL DRUG NFS SUBQ RSVF  1095.60 010 N 26058.10
J1 62361 IMPLTJ/RPLCMT FS NMRGRBL PUMP 1495.20 010 N 26058.10
J1 62362 IMPLTJ/RPLCMT ITHCL/EDRL DRUG NFS PRGRBL PL  1324.80 010 N 26058.10
62365 RMVL SUBQ RSVR/PUMP INTRATHECAL/EPIDURAL Il 1022.40 010 N 6483.81
62367 ELECT ANLYS IMPLT ITHCL/EDRL PMP W/O REPRG/F 136.80 XXX N 398.18
62368 ELECTNALYS IMPLT ITHCL/EDRL PUMP W/REPRGRI 188.40 XXX N 398.18
62369 ELECT ANLYS IMPLT ITHCL/EDRL PMP W/REPRG&RE 400.80 XXX N 398.18
62370 ELEC ANLYS IMPLT ITHCL/EDRL PMP W/REPR PHYS, 416.40 XXX N 398.18
J1 63650 PRQ IMPLTJNSENMECTRODE ARRAY EPIDURAL 1077.15 010 N 10355.35
63661 RMVL SPINAL NSTIM ELTRD PRQ ARRAY INCL FLUOI  2101.20 010 Y 2316.70
63662 RMVL SPINAL NSTIM ELTRD PLATE/PADDLE INCL FL ~ 2928.00 090 Y 4089.32
J1 63663 REVJINCL RPLCMT NSTIM ERPRRIORA INCL FLUOR 2812.80 010 Y 10355.35
J1 63664 REVJINCL RPLCMT NSTIM ELTRD PLT/PDLE INCL FL ~ 3034.80 090 Y 29514.29
J1 63685 INSJ/RPLCMT SPINPGR DIR/INDUXIVE COUPLING 1248.00 010 Y 43809.69
63688 REVJ/RMVL IMPLANTED SRNEAIROSTIM GENERATOFR  1287.60 010 N 4089.32
64400 NJX ANES TRIGEMINAL NRV ANY DIV/BRANCH 465.60 000 N 351.42
64402 INJECTION ANESTHETIC AGENT FACIAL NERVE 514.80 000 N 151.20
64405 INJECTION ANESTHETIC AGENT GREATER OCCIPIT/ 284.40 000 N 351.42
64408 INJECTION ANESTHETIC AGENT VAGUS NERVE 402.00 000 N 351.42
64410 INJECTION ANESTHETIC AGENT PHRENIC NERVE 531.60 000 N 1086.07
64413 INJECTION ANESTHETIC AGENT CERVICAL PLEXUS 432.00 000 N 850.31
64415 SINGLE NERVE BLOCK INJECTION ARM NERVE 405.60 000 N 1086.07
64416 INJECTION ANES BRACHIAL PLEXUS CONT NFS CAT 273.60 000 N 1086.07
64417 INJECTION ANESTHETIC AGENT AXILLARY NERVE 451.20 000 N 1086.07
64418 INJECTION ANESTHETIC AGBEIRRASCAPULAR NERVE 325.20 000 N 850.31
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PC TC Assist APC

Description Amount  Amount Amount FUD Surg Amount
64420 INJECTION ANESTHETIC AGENT 1 INTERCOSTAL NE 378.00 000 N 850.31
64421 MULTIPLE NERVE BLOCK INJECTIONS RIB NERVES 535.20 000 N 1086.07
64425 INJECTION ANES ILIOINGUIN®GHYPOGASTRIC NRVS 471.60 000 N 850.31
64430 INJECTION ANESTHETIC AGENT PUDENDAL NERVE 496.80 000 N 1086.07
64435 INJECTION ANESTHETIC PARACERVICAL UTERINE N 480.00 000 N 850.31
64445 INJECTION ANESTHETIC AGENT SCIABMSRE 466.80 000 N 850.31
64446 INJECTION ANES SCIATIC NERVE CONT INFUSION C 273.60 000 N 1086.07
64447 INJECTION ANESTHETIC AGENT FEMORAL NERVE S 415.20 000 N 850.31
64448 INJECTION ANES FEMORAL NERVE CONT INFUSION 246.00 000 N 1086.07
64449 INJECTION ANES LUMBAR PLEXUS POST CONT NFS 292.80 000 N 1086.07
64450 INJECTION ANES OTHER PERIPHERAL NERVE/BRAN 262.80 000 N 850.31
64455 NJX ANES&/STEROID PLANTAR COMMON DIGITAL N 163.20 000 N 351.42
64461 PVB THORACIC SINGLE INJECTION SITE W/IMG GID 475.20 000 N 850.31
é 64462 PVB THORACIC SECOND & ADDL INJ SITE W/IMG GIL 264.00 2727 N
64463 PVB THORACIC CONT CATHETER INFUSION W/IMG ( 615.60 000 N 850.31
64479 NJIXANES&/STRD W/IMG TFRML EDRL CRV/THRC 1 L' 834.00 000 N 1086.07
é 64480 NJX ANES&/STRD W/IMG TFRML EDRL CRV/THRC EA 410.40 2727 N
64483 NJX ANES&/STRD W/IMG TFRML EDRL LMBR/SAC 1 L 772.80 000 N 1086.07
é 64484 NJX ANES&/STRD W/WEML EDRL LMBR/SAC EA LV 334.80 2727 N
64486 TAP BLOCK UNILATERAL BY INJECTION(S) 374.40 000 N
64487 TAP BLOCK UNILATERAL BY CONTINUOUS INFUSIO! 538.80 000 N
64488 TAP BLOCK BILATERAL BY INJECTION(S) 459.60 000 N
64489 TAPBLOCK BILATERAL BY CONTINUOUS INFUSION(E 798.00 000 N
64490 NJX DX/THER AGT PVRT FACET JT CRV/THRC 1 LEVI 646.80 000 Y 1086.07
64491 NJX DX/THER AGT PVRT FACET JT CRV/THRC 2ND L 321.60 72772 Y
64492 NJIX DX/THER AGT PVRT FACERVITHRC 3+ LEVEL 324.00 2727 Y
64493 NJX DX/THER AGT PVRT FACET JT LMBR/SAC 1 LEVI 589.20 000 Y 1086.07
64494 NJIX DX/THER AGT PVRT FACET JT LMBR/SAC 2ND L 298.80 72727 Y
64495 NJIX DX/THER AGT PVRT FACET JT LMBR/SAC 3+ LE\ 298.80 72727 Y
64505 INJECTION ANES AGENT SPHENOPALATINE GANGLI 403.20 000 N 351.42
64510 NJIX ANES STELLATE GANGLION CRV SYMPATHETIC 453.60 000 N 1086.07
64517 INJECTION ANES SUPERIOR HYPOGASTRIC PLEXUS 651.60 000 N 1086.07
64520 INJECTION ANES LMBR/THRC PARAVERTBRL SYMP/ 690.00 000 N 1086.07
64530 INJX ANES CELIAC PLEXUS W/WO RADIOLOGIC MOM 687.60 000 N 1086.07
64600 DSTRJ TRIGEMINAL NRV SUPRAORB INFRAORB BR/  1482.00 010 N 1086.07
J1 64605 DSTRJ NEUROLYTIC TRIGEMINAL NRV 2/3 DIV BRAN  2026.80 010 N 3259.45
J1 64610 DSTRJNEURLYTIC TRIGEM NRV 2/3 DIV RADIO MON  2650.80 010 N 3259.45
64620 DSTRJ NEUROLYTIC AGENT INTERCOSTAL NERVE 709.20 010 N 1086.07
64630 DSTRNEUROLYTIC AGENT PUDENDAL NERVE 812.40 010 N 1086.07
64632 DSTRJ NEUROLYTIC PLANTAR COMMON DIGITAL NE 294.00 010 N 351.42
J1 64633 DSTR NROLYTC AGNT PARVERTEB FCT SNGL CRVC  1426.80 010 N 3259.45
é 64634 DSTR NROLYTC AGMIRVERTEB FCT ADDL CRVCL/Tk 640.80 2727 N
J1 64635 DSTR NROLYTC AGNT PARVERTEB FCT SNGL LMBR  1411.20 010 N 3259.45
é 64636 DSTR NROLYTC AGNT PARVERTEB FCT ADDL LMBR 582.00 2727 N
64640 DSTRJ NEUROLYTIC AGENT OFERIRHERAL NERVE 463.20 010 N 1086.07
64680 DSTRJ NEUROLYTIC W/WO RAD MONITOR CELIACP  1088.40 010 N 1086.07
64681 DSTRJ NULYT W/WORAD MNTR SUPRIOR HYPOGST 1971.60 010 N 1086.07
PLEXUS
72275 EPIDUROGRAPY RS&I 220.98 70.49 150.49 XXX N
72285 DISKOGRAPY CERVICAL/THORACIC RS&I 0.00 0.00 0.00 XXX N 2316.70
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PC TC Assist APC

Code Description Amount  Amount Amount FUD Surg Amount
72295 DISKOGRAPY LUMBAR RS&lI 184.15 78.11 106.04 XXX N
76942 US GUIDANCE NEEDLE PLACEMENT IMG S&l 102.24 57.79 44.45 XXX N
77002 FLUOROSCORBUIDANCE NEEDLE PLACEMENT ADD 181.61 50.17 131.44 777 N

é 77003 FLUOR NEEDLE/CATH SPINE/PARASPINAL DX/THER 175.90 54.61 121.29 777 N
95990 REFILL&MAINTENANCE PUMP DRUG DLVR SPINAL/B 154.58 XXX N 409.50
95991 RFL&MAIN IMPEBWP/RSVR DLVR SPI/BRN PHY/QHP 194.70 XXX N 351.42

SURGERY

Note: Rules used by all physicians in reporting their services are presented in the General Rules sectiorsee the
Modifier and Code Rules section for detailed information on modifiers.

GENERAL GUIDELINES

A. Global Reimbursement . The reimbursementallowances for surgical procedures are based on a global
reimbursement concept that covers performing the basic service and the normal range of care required after
surgery. The State of Mississippi follows the surgical package definition from CPR2019.

B. Norm al, Uncomplicated Follow -Up (FU) Care. Normal, uncomplicated follow -up (FU) care for the time
periods indicated in the follow -up days (FUD) column for each procedure code. The number in that column
establishes the days during which no additional reimbursement is allowed for the usual care provided
following surgery, absent complications or unusual circumstances.

The maximum allowable reimbursement (MAR) covers all normal postoperative care, including the removal
of sutures by the surgeon or associate. Follav-up days are specified by procedure. Followup days listed are
for 0, 10, or 90 days and are listed in the Fee Schedule as 000, 010, or 090. Follewp days may also be listed
as:

MMM indicating that services are for uncomplicated maternity care;
XXX indicating that the global surgery concept does not apply;
YYY indicating that the follow -up period is to be set by the payer (used primarily with BR procedures); or

ZZZ indicating that the code is related to another service and is treated in the global peri od of the other
procedure (used primarily with add-on and exempt from modifier 51 codes).

The day of surgery is day one when counting follow-up days. Hospital discharge day management is
considered to be normal, uncomplicated follow -up care.

C. Follow -up for Diagnostic Procedures. When a procedure is done for diagnostic purposes, the follow-up
does not include care of the condition itself, only recovery/recovery care for the procedure itself.

D. Follow -up Care for Therapeutic Surgical Procedures . When a procedure is therapeutic in nature, the
follow -up care includes routine post-op care and recovery. Any care needed for complications, care needed
that is not part of routine post -op recovery, or any care that is not due to the procedure itself, may warrant
addition al charges.

E. Separate Procedures. Separate procedures are commonly carried out as an integral part of another
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procedure. They should not be billed in conjunction with the related procedure. These procedures may be
billed when performed independently by addi ng modifier 59t o t he specific oO0separat

. Additional Surgical Procedure(s). When an additional surgical procedure(s) is carried out within the listed
period of follow -up care for a previous surgery, the follow-up periods will continue concu rrently to their
normal terminations.

. Microsurgery, Operating Microscope, and Use of Code 69990.  The surgical microscope is employed
when the surgical services are performed using the techniques of microsurgery. Code 69990 should be
reported (without modif ier 51 appended) in addition to the code for the primary procedure performed. Do
not use 69990 for visualization with magnifying loupes or corrected vision.

Do not report 69990 in addition to procedures where use of the operating microscope is an inclu sive
component (15756015758, 15842, 19364,19368, 2095620962, 2096920973, 22551, 22552, 2285622861,
26551826554, 26556, 31526, 31531, 31536, 31541, 31545, 31546, 31561, 31571, 43116, 43180, 43496, 46601,
46607, 49906, 61548, 6307663078, 64727, 6482@64823, 64912, 64913,65091868850.)

For purposes of clarification, if microsurgery technique is employed and the primary procedure code is not
contained in the list above, it is appropriate to report 69990 with the primary procedure performed and
reimbursement is required for such services. (For example, code 63030 is not included in the listherefore, it
is appropriate for providers to report 69990 along with 63030 to describe microsurgical technique.)

Reimbursement for 69990 is required provided operative documentation affirms microsurgical technique
and not just visualization with magnifying loupes or corrected vision

. Unique Technigues. A surgeon is not entitled to an extra fee for a unique technique. It is inappropriate to
use modifier 22 unless the procedure is significantly more difficult than indicated by the description of the
code.

Surgical Destruction. Surgical destruction is part of a surgical procedure, and different methods of
destruction (e.g., laser surgery) are not ordinarily listed separatelyunless the technique substantially alters
the standard management of a problem or condition. Exceptions under special circumstances are provided
for by separate code numbers.

Incidental Procedure(s). An additional charge for an incidental procedure (e.g., incidental appendectomy,
incidental scar excisions, puncture of ovarian cysts, simple lysis of adhesions, simple repair of hiatal hernia,
etc.) is not customary and does not warrant additional reimbursement.

. Endoscopic Procedures . When multiple endoscopic procedures are performed by the same practitioner at a
single encounter, the major procedure is reimbursed at one hundred percent (100%). If a secondary
procedure is performed through the same opening/orifice, fifty percent (50%) is allowable as a multiple
procedure. However, diagnostic procedures during the same session and entry site are incidental to the
major procedure.

Biopsy Procedures . A biopsy of the skin and another surgical procedure performed on the same lesion on
the same day must be billed as one procedure.

. Repair of Nerves, Blood Vessels, and Tendons with Wound Repairs.  The repair of nerves, blood vessels,
and tendons is usually reported under the appropriate system. Normal wound repair is considered part of
the nerve, blood vessel and/or tendon repair. Additional reimbursement for wound repair is only warranted
if it is a complex wound, and modifier 59 should be used to identify such.
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N. Suture Removal. Billing for suture removal by the operating surgeon is not appropriate as this is
considered part of the global fee.

O. Joint Manipulation Under Anesthesia . There is no charge for manipulation of a joint under anesthesia
when it is preceded or followed by a surgical procedure on that same day by that surgeon. However, when
manipulation of a joint is the scheduled procedure and it indicates additional procedu res are necessary and
appropriate, the lesser of the billed amount or fifty percent (50%) of the MAR for manipulation may be
allowed.

P. Supplies and Materials. Supplies and materials provided by the physician (e.g., sterile trays/drugs) over and
above those usually included with the office visit may be listed separately using CPT code 99070 or specific
HCPCS codes.

Q. Aspirations and Injections

Puncture of a cavity or joint for aspiration followed by injection of a therapeutic agent is one procedure and
should be billed as such.When joint injections/trigger point injections are performed, ultrasound and/or
Doppler guidance is considered integral to the procedure and will not be separately reimbursed.

When a joint injection is performed at the end of a surgical pr ocedure for pain control, whether done by the
surgeon or by anesthesia, reimbursement is allowed according to the Multiple Procedure Billing rule. This
rule applies to facility reimbursement as well as provider reimbursement.

R. Platelet Rich Plasma (PRP) In jections
The maximum allowable reimbursement for PRP injections applies to all body parts and includes imaging
guidance, harvesting and preparation, as well as the injection, kits and supplies.

S. Surgical Assistant

1. Physician Surgical Assistanfi For the purpose of reimbursement, a physician who assists at surgery is
reimbursed as a surgical assistant. Assistant surgeons should use modifier 80 and are allowed the lesser
of the billed amount or twenty percent (20%) of the maximum allowable reimbursement (MAR) for the
procedure(s).

2. Registered Nurse Surgical Assistant or Physician Assistant

a. A physician assistant, or registered nurse who has completed an approved first assistant training
course, may be allowed a fee when assisting a surgeon in the operating room (QR.).

b. The MARfor the physician assistant or the registered nurse first assistant (RNFA) is ten percent (10%)
of the surgeonds fee for the procedure(s) perfor

c. Under no circumstances will a fee be allowed for an assistant surgeon and a physician assistaror
RNFA at the same surgical encounter.

d. Registered nurses on staff in the O.R. of a hospital, clinic, or outpatient surgery center do not qualify
for reimbursement as an RNFA.

e. CPT codes with modifier AS or modifier 81 should be used to bill for physician assistant or RNFA
services on a CMS1500 form or electronic claim and should be submitted with the charge for the
surgeonds services.

3. The Fee Schedule includes a column indicating which procedures are approved for assistant services with

Y(yes)orN(no) I f a surgical procedure is approved/ prec
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column, the assistant is implied and does not require separate approval/pre-certification for
reimbursement.

T. Operative Reports. An operative report must be submitted to the payer before reimbursement can be
made for the surgeonds or assistant surgeonds servi

U. Needle Procedures . Needle procedures (lumbar puncture, thoracentesis,jugular or femoral taps, etc.)
should be billed in addition to the medical care on the same day.

V. Therapeutic Procedures. Therapeutic procedures (injecting into cavities, nerve blocks, etc.YCPT codes
20526020611, 6440064450, 64455-64484) may be billed in addition to the medical care for a new patient.
(Use appropriate level of service plus injection.)

In follow -up cases for additional therapeutic injections and/or aspirations, an office visit is only indicated if it
iS necessary to reevaluate the patient. In this case, a minimal visit may be listed in addition to the injection.
Documentation supporting the office visit charge must be submitted with the bill to the payer.

Reimbursement for therapeutic injections will be made according to the multiple proc edure rules.

Trigger point injection is considered one procedure and reimbursed as such regardless of the number of
injection sites. Two codes are available for reporting trigger point injections. Use 20552 for injection(s) of
single or multiple trigger po int(s) in one or two muscles or 20553 when three or more muscles are involved.

W. Anesthesia by Surgeon . In certain circumstances it may be appropriate for the attending surgeon to
provide regional or general anesthesia. Anesthesia by the surgeon is considere to be more than local or
digital anesthesia. Identify this service by adding modifier 47 to the surgical code. Only base anesthesia units
are allowed. See the Anesthesia section.

X. Therapeutic/Diagnostic Injections . Injections are considered incidental to the procedure when performed
with a related invasive procedure.

Y. Intervertebral Biomechanical Device(s). CPTcodes 22853 22854 and 22859 describe the insertion of an
intervertebral biomechanical device into an interverbral disc space or vertebral body defect. These codes are
reported per level; each code captures insertion of both devices with integral anterior instrumentation for
device anchoring and devices without integral anterior instrumentation for device anchoring, regardless of
approach (anterior, posterior, lateral). Coding is based on the location of the device insertion and whether
interbody arthrodesis is being performed .

Z. Intra -operative Neurophysiologic Monitoring (e.g., SSEP, MEP, BAEP, TES, DEP, VEP ) Reimbursement
for intra-operative neurophysiologic monitoring will not be allowed in the following cases, unless pre-
certification is obtainedfrom the payer prior to the services. :

1. Neuromuscular junction testing of each nerve during intraoperative monitoring;

2. Intraoperative monitoring during peripheral nerve entrapment releases, such as carpal release, ulnar
nerve transposition at the elbow, and tarsal tunnel release;

3. During decompression of cervical nerve roots without myelopathy;

4. During placement of cervical instrumentation absent evidence of myelopathy;

5. During lumbar discectomy for radiculopathy; or

6. During lumbar decompression for treatment of stenosis without the need for instrumentation.
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I I .MULTIPLE PROCEDURES

A. Multiple Procedure Reimbursement Rule.  Multiple procedures performed during the sa me operative
session at the same operative site are reimbursed as follows:

1 One hundred percent (100%) of the MAR for the primary procedure
1 Fifty percent (50%) of the MAR for the second and subsequent procedures

B. Bilateral Procedure Reimbursement Rule. Bilateral procedures are identical procedures (i.e., use the same
CPT code) performed on the same anatomic site but on opposite sides of the body. Furthermore, each
procedure should be performed through its own separ ate incision to qualify as bilateral. For example, open
reductions of bilateral fractures of the mandible treated through a common incision would not qualify under
the definition of bilateral and would be reimbursed according to the multiple procedure rule . Medi car e
accepted method of billing bilateral services is to list the procedure once and add modifier 50. Mississippi is
adopting this same policy. Refer to the example below:

69300 50 Otoplasty, protruding ear, with or without size reduction

Placead26é6 in the UNI TS-1500 dlaimfomm so that pahees ar€ &h@re that two procedures

were performed. List the charge as one hundred fifty percent (150%) of your normal charge. Reimbursement

shall be at one hundred fifty percent (150%) of the amount allowed for a unilateral procedure(s). For

example, if the allowable for a unilateral surgery is one hundred dollars ($100.00) and it is performed

bilaterally, reimbursement shall be one hundred fifty dollars ($150.00). However, if the procedure descrption
states obilateral, 6 rei mbursement shall be as | iste
provision of the procedure bilaterally.

C. Multiple Procedures fi Different Areas Rule. When multiple surgical procedures are performed in different
areas of the body during the same operative sessions and the procedures are unrelated (e.g., abdominal
hernia repair and a knee arthroscopy), the multiple procedure reimbursement rule will apply independently
to each area. Modifier 51 must be added.

D. Multipl e Procedure Billing Rules

1. The primary procedure, which is defined as the procedure with the highest RVU, must be billed with the
applicable CPT code.

2. The second or lesser or additional procedure(s) must be billed by adding modifier 51 to the codes, unless
the procedure(s) is exempt from modifier 51 or qualifies as an add-on code.

| I REPAIR OF WOUNDS

A. Wound classifications of simple, intermediate, or complex are expected to be consistent with current CPT
descriptions/definitions/guidelines.

B. Reporting
1. The use ofappropriate codes should be consistent with the current CPT guidelines.

2. Wound exploration codes should not be billed with codes that specifically describe a repair to major
structure or major vessel. The specific repair code supersedes the use of a wound xploration code.

| V. MUSCULOSKELETAL SYSTEM
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A. Casting and Strapping. This applies to severe muscle sprains or strains that require casting or strapping.

1. Initial (new patient) treatment for soft tissue injuries must be billed under the appropriate office visit
code.

2. When a cast or strapping is applied during an initial visit, supplies and materials (e.g., stockinet, plaster,
fiberglass, ace bandages) may be itemized and billed separately using the appropriate HCPCS code.

3. When initial casting and/or strapping is applied for the first time during an established patient visit,
reimbursement may be made for the itemized supplies and materials in addition to the appropriate
established patient visit.

4. Replacement casts or strapping provided during a follow-up visit (established patient) include
reimbursement for the replacement service as well as the removal of casts, splints, or strapping. Follow
up visit charges may be reimbursed in addition to replacement casting and strapping only when
additional significantly identifiable medical services are provided. Office notes should substantiate
medical necessity of the visit. Cast supplies may be billed using the appropriate HCPCS code and
reimbursed separately.

B .Fracture Care

1. Fracture care is a global service. It inclues the examination, restoration or stabilization of the fracture,
application of the first cast, and cast removal. Casting material is not considered part of the global
package and may be reimbursed separately. It is inappropriate to bill an office visit since the reason for
the encounter is for fracture care. However, if the patient requires surgical intervention, additional
reimbursement can be made for the appropriate E/M code to properly evaluate the patient for surgery.
Use modifier 57 with the E/M code.

2. Reimbursement for fracture care includes the application and removal of the first cast or traction device
only. Replacement casting during the period of follow -up care is reimbursed separately.

3 The phrase owith manipul atictmemd6 describes reductio

4. Re-reduction of a fracture performed by the primary physician may be identified by the addition of
modi fier 76 to the usual procedure code to indica

5 The term oO0complicatedd ap pedadescriptions. Isimaplies animiestionu | o s k e
occurred or the surgery took longer than usual. Be sure the medical record documentation supports the
ocomplicateddéd descriptor to justify reimbursement

C. Bone, Cartilage, and Fascia Grafts

1. Reimbursement for obtaining autogenous bone, cartilage or fascia grafts, or other tissue through
separate incisions is made only when the graft is not described as part of the basic procedure.

2. Tissue obtained from a cadaver for grafting must be billed using code 99070 and accompanied by a
report..

D. Arthroscopy

Note : Diagnostic arthroscopy is considered to be included in a surgical arthroscopy. Only in the most
unusual case is an increased fee justified because of increased complexity of the intraarticular surgery
performed.
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1. Diagnostic arthroscopy will be reimbursed at fifty percent (50%) when followed by open surgery.
2. Diagnostic arthroscopy is not billed when followed by arthroscopic surgery.

3. If there are only minor findings that do not confirm a significant preoperative diagnosis, the procedure
should be billed as a diagnostic arthroscopy.

E . Arthrodesis Procedures. Many revisions have occurred in CPT coding for arthrodesis procedures.
References to bone grafting and fixation are now procedures which are listed and reimbursed separately
from the arthrodesis codes.

To help alleviate any misunderstanding about when to code a discectomy in addition to an arthrodesis, the
statement oOincluding mini mal di scectomyod totepodgpar e
technique. If the disk is removed for decompression of the spinal cord, the decompression should be coded

and reimbursed separately.

F . External Spinal Stimulators Post Fusion
1. Pre-certification is required for use of the external spinal stimulator.

2. The following criteria are established for the medically accepted standard of care when determining
applicability for the use of an external spinal stimulator. However, the medical necessity should be
determined on a case-by-case basis.

a. Patient has had a previously failed spinal fusion; and/or

b. Patient is scheduled for revision or repair of pseudoarthrosis; and/or

c. The patient smokes greater than a pack of cigarettes per day and is scheduled for spinal fusion.
3. The external spinal stimulator is not approved by MWCCfor use in primary spinal fusions.

4. When medical necessity is established based on the above criteria, theexternal spinal stimulator will be
reimbursed according to the MAR in the Fee Schedule.

G. Carpal Tunnel Release. The following intraoperative services are included in the global service package for
carpal tunnel release and should not be reported separately and do not warrant additional reimbursement:

Surgical approach;

Isolation of neurovascular structures;

Video imaging;

Stimulation of nerves for id entification;
Application of dressing, splint, or cast;
Tenolysis of flexor tendons;

Flexor tenosynovectomy;

Excision of lipoma of carpal canal;

Exploration of incidental release of ulnar nerve;

Division of transverse carpal ligament;

=A =4 =4 =4 =4 4 4 4 -4 -4 =4

Use of endoscopic equipment;
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1 Placement and removal of surgical drains or suction device; and

i Closure of wound.

V. BURNS, LOCAL TREATMENT
A. Degree of Burns

1. Code 16000 must be used when billing for treatment of first degree burns when no more than local
treatment of bur ned surfaces is required.

2. Codes 16020116030 must be used when billing for treatment of partial -thickness burns only.
3. Codes 1603516036 must be used when billing an escharotomy for treatment of a burn.
4. The claim form must be accompanied by a report substantiating the services performed.

5. Major debridement of foreign bodies, grease, epidermis, or necrotic tissue may be billed separately
under codes 11000811001. Modifier 51 does not apply.

B. Percentage of Total Body Surface (TBS) Area. The following definitions a pply to codes 16020816030:
1. 0Small 6 means a burn that encompasses five percen:

2 0OMedi umé means a burn that encompadl®¥ ef $BSforithatenvavesr ¢ e
the whole face, or a whole extremity.

3 0L ar ge 6aborethahencompasses greater than ten percent (10%) TBS area.
C. Reimbursement

1. To identify accurately the proper procedure code and substantiate the descriptor for billing, the exact
percentage of the body surface involved and the degree of the burn must be specified on the claim form
submitted or by attaching a special report. Claims submitted without this specification will be returned
to the physician for this additional information.

2. Hospital visits, emergency room visits, or critical care visits povided by the same physician on the same
day as the application of burn dressings will be reimbursed as a single procedure at the highest level of
service.

V1 . NERVE BLOCKS
A. Diagnostic or Therapeutic

1. Please refer to the Pain Management section for guidelines and reimbursement of therapeutic nerve
blocks.

2. Medications such as steroids, pain medication, etc., may be separately billed using the appropriate
HCPCS code.

a. The name of the medication(s), dosage, and volume must be identified.

b. Medication will be reimburse d according to fees listed in the HCPCS section. If not listed in HCPCS,
reimbursement will be according to the Pharmacy section in the General Guidelines.

B. Anesthetic. When a nerve block for anesthesia is provided by the operating room surgeon, the procedure
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codes listed in the Anesthesia section must be followed.

J1
J1

Ji

Ji

J1

0232T
10004
10005
10006
10007
10008
10009
10010
10011
10012
10021
10030
10035
10036
10040
10060
10061
10080
10081
10120
10121
10140
10160
10180
11000
11001
11004
11005
11006
11008
11010
11011
11012
11042
11043
11044
11045
11046
11047
11055
11056
11057

Description
NJX PLTLT PLASMA W/IMG HARVEST/PREPARATION

FINE NEEDLE ASPIRATION BXM@&GDN EA ADDL

FINE NEEDLE ASPIRATION BX W/US GDN 1ST LESION
FINE NEEDLE ASPIRATION BX W/US GDN EA ADDL
FINE NEEDLE ASPIRATION BX W/FLUOR GESIOSIT
FINE NEEDLE ASPIRATION BX W/FLUOR GDN EA ADDL
FINE NEEDLE ASPIRATION BX W/CT GDN 1ST LESION
FINE NEEDLE ASPIRATION BX W/CT GDN EA ADDL
FINE NEEDLE ASPIRATION BX W/MR GDN 1ST LESION
FINE NEEDLE ASPIRATION BX W/MR GDN EA ADDL
FINE NEEDLE ASPIRATION BX W/O IMG GDN 1ST LESI(
IMAGESUIDED CATHETER FLUID COLLECTION DRAINA
PERQ SFT TISS LOC DEVICE PLMT 1ST LES W/GDNCE
PERQ SFT TISS LOC DEVICE PLMT ADD LES W/GDNCE
ACNE SURGERY

INCISION & DRAINAGE ABSCESS SIMPLE/SINGLE
INCISION & DRAINAGE ABSCESS COMPLICATED/MULT
INCISION & DRAINABEONIDAL CYST SIMPLE

INCISION & DRAINAGE PILONIDAL CYST COMPLICATEI
INCISION & REMOVAL FOREIGN BODY SUBQ TISS SIM
INCISION & REMOWRIREIGN BODY SUBQ TISS COMPL
1&D HEMATOMA SEROMA/FLUID COLLECTION
PUNCTURE ASPIRATION ABSCESS HEMATOMA BULLA
INCISION & DRAINAGEMPLEX PO WOUND INFECTION
DBRDMT EXTENSV ECZEMA/INFECT SKN UP 10% BDY
DBRDMT EXTNSVE ECZEMA/INFECT SKN EA 10% BDY
DBRDMT SKN SUBQ THREHERO INFCTJ GENT&PR
DBRDMT SKN SUBQ T/M/F NECRO INFCTJ ABDL WALL
DBRDMT SKN SUBQ T/M/F NECRO INFCTJ GENT/ABDL
REMOVAL PROSTHETIC MATRLVABIDLFOR INFECTION
DBRDMT W/RMVL FM FX&/DISLC SKIN&SUBQ TISSUS
DBRDMT W/RMVL FM FX&/DISLC SKN SUBQ T/M/F MUS
DBRDMT FX&/DISLC SUBQ BOME

DEBRIDEMENT SUBCUTANEOUS TISSUE 20 SQ CM/<
DEBRIDEMENT MUSCLE & FASCIA 20 SQ CM/<
DEBRIDEMENT BONE MUSCLE &/FASCIA 20 SQ CM/<
DBRDMT SUBCUTANEOUS TISSUE EA ADDL 20 SQ CM
DEBRIDEMENT MUSCLE &/FASCIA EA ADDL 20 SQ CM
DEBRIDEMENT BONE EACH ADDITIONAL 20 SQ CM
PARING/CUTTING BENIGN HYPERKERATOTIC LESION
PARING/CUTTING BENIGN HYPERKERATOTICALESION
PARING/CUTTING BENIGN HYPERKERATOTIC LESION

Amount
467.36
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333.60
1952.40
1640.40
1414.80
370.80
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627.60
940.80
518.40
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444.00
854.40
188.40
74.40
2002.80
2716.80
2452.80
955.20
1658.40
1831.20
2374.80
415.20
788.40
1071.60
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250.80
423.60
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228.00
253.20
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Assist
Surg
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APC
Amount

348.16

822.66

822.66

822.66

822.66

445.99
822.66
822.66

250.56
250.56
445.99
822.66
822.66
445.99
2734.29
2734.29
445.99
4742.07
685.70

1634.69
3015.60

1614.53
822.66
822.66

4742.07
445.99
685.70

2734.29

250.56
250.56
250.56
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